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2/2013 
OPWDD ARTICLE 16 (Part 679) CLINIC TREATMENT PROGRAM 

ACTIVITY RECORDING AND NOTES 
 

Individual:  
TABS #:   

Location of Service:  
Article 16 Clinic 

6007 Fair Lakes Rd., Suite 400 
East Syracuse, NY  13057 

Discipline: 
 

Psychiatry 

ICD-9-CM Code/Treatment Diagnosis: 
  

Staff Name/Title: 
Dr. Mark E. Slaven, M.D. 

Psychiatrist II 
License No. 196469 

Staff TABS ID #:  
 

14604 
  
 Clinic note must include signature, date and title. (Also, explain in detail therapies or 
 modalities used and status of plan): 
 

DATE 
[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

   
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

  
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

      
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

 
 
 ______ 
Signature/Title        Date  

         

 
Date Entered:             Initial:   
 
RETURN TO CLINIC:   Date:  ____________________________     Time:  _______________________ 



2/2013 
OPWDD ARTICLE 16 (Part 679) CLINIC TREATMENT PROGRAM 

ACTIVITY RECORDING AND NOTES 
 

Individual:  
TABS #:   

Location of Service:  
 

Discipline: 
 
 

ICD-9-CM Code/Treatment Diagnosis: 
  

Staff Name/Title: 
 

Staff TABS ID #:  
 
 

  
 Clinic note must include signature, date and title. (Also, explain in detail therapies or 
 modalities used and status of plan): 
 

DATE 
[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 

 

                          

Time Out   

   

   
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 

 

                          

Time Out   

   

  
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 

 

                          

Time Out   

   

      
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 

 

                          

Time Out   

   

 
 
 ______ 
Signature/Title        Date  

         

 
Date Entered:             Initial:   
 
RETURN TO CLINIC:   Date:  ____________________________     Time:  _______________________ 



OPWDD ARTICLE 16 (Part 679) CLINIC TREATMENT PROGRAM 
ACTIVITY RECORDING AND NOTES 

 

Individual:  
TABS #:   

Location of Service:  
Article 16 Clinic 

6007 Fair Lakes Rd., Suite 400 
East Syracuse, NY  13057 

Discipline: 
 

Psychiatry 

ICD-9-CM Code/Treatment Diagnosis: 
  

St
. 

License No.  

Staff TABS ID #:  

 
  
 Clinic note must include signature, date and title. (Also, explain in detail therapies or 
 modalities used and status of plan): 
 

DATE 
[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

   
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

  
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

      
DATE 

[M/D/Y] 
 

CLOCK 
TIME 

Activity 
Code 

Activity 
Duration   
Minutes 

 
 

 Time In                              

Location 
Code: 
370 

                          

Time Out   

   

 
 
 ______ 
Signature/Title        Date  

         

 
Date Entered:             Initial:   
 
RETURN TO CLINIC:   Date:  ____________________________     Time:  _______________________ 
 



Central New York Developmental Services Office

Weight Chart

Name: Residence:

Date Weight Date Weight Date Weight



                                                                                                                                                                                                                                                                                                                                                                                                      
                MONTHLY BASELINE 

VITAL SIGNS / WEIGHTS 
 

 Name: ____________________________________________ DOB: ______________ Year______________ 
 

Key: Temperature Method: PO= orally, AS= left ear,   LAX= left axillary 
                                  R= rectal, AD= right ear, RAX= right axillary   

                     Pulse Site:  AP= apical, R= radial 
 
            Blood Pressure:  LA= left arm,  RA= right arm 

 
Weight: Special Instructions:__________________________________________________ 
 
 

ATTENTION:NOTIFY RN IF ANY OF THE BASELINE VITAL SIGNS/ WTS ARE ABNORMALY HIGH/LOW   
FROM  PREVIOUS MONTH 
 

Current Baseline Vital Sign’s _______________________________               Current Baseline Weight
 

_____________ 

 
DATE 

 
TIME 

AM/PM 

 
TEMP 

/METHOD 

 
PULSE  
/SITE 

 
RESP. 

 
BLOOD 

PRESSURE  
SITE/ POSITION 

  

 
WEIGHT 

 
STAFF 

INITIALS 

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       

 
 

       
 

 
 

       

 
 

       

 
 

       



       VERIFICATION/INFORMED CONSENT-PSYCHOTROPIC MEDICATION 
 
A behavioral (psychotropic) medication is defined as "any medication used to influence 
behavior, thought and/or affect. For example, a drug would not be considered to be a 
behavioral medication, if it was being used to assist a consumer in going to sleep." 
(633.16) 
 
All behavioral medications need informed consent on an annual basis.  Additionally, 
informed consent must be obtained prior to the initiation of a medication which is new to 
that person's regimen. 
 
When a psychotropic medication is added to a consumer's regimen, or when the 
medication dosage is above the range for which initial informed consent was given, 
informed consent must again be sought. 
 
Additionally, according to the OMRDD Medication Curriculum (2001), any new 
medication orders must be verified by the RN/RN-On-Call before the medication is 
administered to the consumer. 
 
SCENARIO #1-Annual consent for psychotropic medication is needed. The psychologist 
will initiate process for these consents. RN and/or psychologist will review medication 
regiment per team process. 
 
SCENARIO #2-Staff return to residence with new psychotropic prescription for a 
consumer.   Prior to the administration of the new medication, verification of the 
medication and informed consent must be obtained.  Staff must contact both the RN/RN-
On-Call and psychologist per team process. 
 
The RN will verify the addition of the medication, checking for dosage, allergies, 
interactions, side effects of the medication, as well as establishing a schedule for 
administration of the med.  
 
AND ALSO PRIOR TO ADMINISTRATION OF THE PSYCHOTROPIC: 
 
The psychologist will obtain informed consent for the new medication.  This process will 
involve contacting person(s) designated in the consumer's ISP listed as able to provide 
the consent. 
 
SCENARIO #3-In the event that emergency approval is being sought, RN or RN-on-call 
will verify the medication and informed consent will be obtained per emergency approval 
policy guidelines.  
 
FOR INFORMATION ON USE OF ORAL PRN PSYCHOTROPICS, SEE 
PROTOCOL. 
 
FOR INFORMATION ON USE OF PRESEDATION, SEE PRESEDATION POLICY 
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Date Time

Signature of staff person 
relinquishing the keys    

(or "secured box")

Signature of staff person 
accepting the keys         
(or "secured box") --
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CLINICAL COMPETENCY:  Tracheostomy Care For a Single Cannula 
PART I 

 
The RN/LPN noted below has completed training in the tracheostomy curriculum and must now 
demonstrate clinical competency.  

INSTRUCTIONS 
The supervising RN at the residence or day program will evaluate this task for one or more consumers 
at the site, at the discretion of the RN. 
All items must be checked YES, NO or N/A for attainment of the competency. 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. At the beginning of the shift, checks practitioner 
order for frequency of  tracheostomy care  

 
2. Gathers necessary equipment for trach. care 

According to CNY-DSO protocol 
 

3. Explains all procedures to the consumer and 
provides privacy. 

 
4. Observes: Skin condition at the stoma site and 

tracheal secretions (color, amount, 
consistency, odor) 

 
5. Washes hands 
 
6. Suction if necessary 

 
7. Washes hands 

 
8. Open sterile 4X4’s and wet some with hydrogen 

peroxide and some with sterile water (or do the 
same with sterile cotton tipped applicators) 

 
9. Put on gloves 

 
10. Use 4x4’s/cotton applicators soaked in hydrogen 

peroxide to clean the stoma area and then rinse 
with sterile water using sterile gauze/applicators. 
Pat dry with sterile gauze 4x4. 

 
11. Change tube holder or ties with assistance of 

another person at least q 24 hours and prn 
 

12. Discard gloves 
 

13. Wash hands 
 

14. Documentation according to site’s protocol 
 

   

NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 



   CLINICAL COMPETENCY: Tracheostomy Care for Inner Cannula   
                                                                              PART II 

 
The RN/LPN noted below has completed training in the tracheostomy curriculum and must now 
demonstrate clinical competency.  

INSTRUCTIONS 
The supervising RN at the residence or day program will evaluate this task for one or more consumers 
at the site, at the discretion of the RN. 
All items must be checked YES, NO or N/A for attainment of the competency. 
All attempts at attainment are to be documented. 
                                                                                                   YES                     N/A                     NO 

 
1. Obtain equipment needed 
2. Suction if necessary 
3. Washes hands 
4. Put on non-sterile gloves, open trach. kit and pour 

hydrogen peroxide in one container and sterile 
water in the other container 

5. Place inner cannula in hydrogen peroxide 
container and soak 

6. Remove and dispose of old dressings from 
tracheostomy site 

7. Assess skin condition around tracheostomy site for 
redness, inflammation, lesions, drainage  

8. Remove and dispose gloves 
9. Wash hands 
10. Place sterile gloves found in trach. kit 
11. Using sterile Q-tip applicator or 4X4’s, clean 

trach. site with hydrogen peroxide. With remaining 
applicators/4x4’s rinse with sterile water. Clean 
inner cannula with sterile brush provided 

12. Rinse cannula with sterile water, shake off excess 
water 

13. Using the unused pipe cleaners, dry the inside of 
the inner cannula tube 

14. Reinsert the inner cannula and lock in place 
15. Replace the tracheostomy holders q 24 h and prn 

with the assistance of another person 
16. Apply clean tracheostomy dressing 
17. Discard gloves and other disposables 
18. Washes hands 
19. Document according to site’s protocol 
 
 
 

 

   

    
NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 



Rev 7/24

Moisturizing creams and lotions To prevent dry or irritated skin Precautions
Eucerine Cream
Keri Lotion/Sarna Lotion
Lubricants

Barrier Creams To Prevent red skin and skin breakdown Precautions
Balmax
Sween Cream
A&D Ointment
Bag Balm
Desitin Ointment

Sun Barriers To Prevent  sunburn Precautions
Sunscreen

 Ointments,lotions and creams To prevent minor itching / insect bites Precautions
Calamine Lotion Apply to minor skin irritation or insect bites

Cutter / Off insect repellants Follow product directions

Shampoos To prevent dry scalp and dandruff Precautions
   Dandruff Shampoo

Zincon Shampoo
Tegrin/Selsun Blue

Lip Balms To prevent dry or cracking lips Precautions
Blistex

u These products may be applied by direct staff who are not AMAPs (Med certified)

u Staff must read and follow all directions, including dosage, use, and contraindications concerning these products

u Health Care Products must be stored safely in a designated area. They do not need to be stored in the medication cabinet

u Generic substitutes of these products may be used as approved by the supervising RN

u Documentation of the use of these products may be done at the RN's discretion

u Ointments, lotions, creams and medicated shampoos should be stored in individual specific containers or applied from a 

u If the health product should be monitored more closely, then an Health Care Provider (HCP) order should be obtained

Apply to dry and irritated skin areas 
Notify RN if 

unexpected redness 
occurs

Topical Health Products
The following topical applications may be applied by any direct care staff,  with approval by the supervising RN. 

They do not require an MD order and are not documented on the MAR.

Apply to risk areas of the skin 

Notify RN if 
unexpected redness, 

irritation or skin 
breakdown occurs

Notify RN if sores on 
lips or swelling of lips 

occur
Apply to lips 

        stock bottle with a new applicator for each dose (e.g., tongue depressor, medicine cup, etc.) as approved by the supervising RN

Notify RN if 
unexpected swelling, 

pus, or redness,   
occurs

Apply to exposed areas of skin Notify RN if redness or 
rash occurs

Apply to scalp when washing hair
Notify RN if red scalp, 

and/or unexpected 
flaking ocurrs



CNYDSO 498  6/22/05 

TELEPHONE ORDER 
 
 

Telephone orders may be accepted by an AMAP only when an R.N. or L.P.N. is not 
available and a fax of the order is not possible. The telephone order should be 
documented on this form, consultation sheet, or health care provider order sheet and filed 
in the consumer’s chart. All new or changed orders must be verified by an RN/RN-On-
Call prior to administration. 
 
When taking a verbal or telephone order, ask the health care provider to spell the name of 
the drug, specify what the medication is for and state the specifics of administration. 
 
 
Consumer’s name:           Date/time:       
 
 
Medication name:            Dose:       
 
 
Route:          `  Frequency:       
 
 
Form:       
 
 
Start date:            Stop Date:       
 
 
Additional instructions:       
 
 
Practitioner name:           Staff Signature:       
 
 
If this is a new order, transcribe the telephone order on to the MAR and complete a 
Specific Medication Information Sheet. 
 
If this is a change of a current medication order, DO NOT ALTER THE MEDICATION 
LABEL. “Flag” a medication change by placing a sticker or securing a note to the 
medication label designating the medication change along with the date and your initials. 
Fill out the “change” section of the current Specific Medication Information Sheet. 



















 SUSPENSION OF AMAP CERTIFICATION WORKSHEET 7/07 

 

CNYDSO Policy 1.1.6.3: Under normal circumstances Approved Medication Administration Personnel (AMAP) may administer 
medication after receiving appropriate training and clinical certification. However, there may be times when Approved Medication 
Administration Personnel medication certification may be temporarily suspended at the discretion of the Supervising Registered 
Nurse. 
 

AMAP Name:  
 
      

Location: 
 
      Date:       

 
REASON FOR AMAP TEMPORARY SUSPENSION 
1. Medication Administration Errors 

Medication error that caused adverse reactions………… 
Multiple medication errors ……………………………... 
Non-compliance with medication policy and procedure.. 

 
 
 
 

2. Other ………………………………………………………….  
3. Comments:       
 
 
REMEDIAL PLAN 
1. On site training….  3. Clinical Competency Review (Successful Practicum)  
2. Self-Study………  4. Remedial training (referred to Staff Development)  
Comments:       
 
 
NOTIFICATIONS:  
AMAP Name: 
       

Verbal notification 
Date:       

Written notification 
date:       

AMAP Supervisor Name:  
      

Notification Date 
      

Method of Notification  
      

Team Leader Name: 
      

Notification Date 
      

Method of Notification  
      

Nursing Program Coordinator Name: 
      

Notification Date 
      

Method of Notification  
      

Staff Development Medication 
Training Coordinator : 
      

Notification Date 
      

Method of Notification  
      

 
AMAP suspension remains in effect until       or until all remedial  
objectives are met.   (Date) 

 
Referred to Human Resources for multiple suspensions or health concerns:  

 Yes     No 
 

Signature of AMAP:  Date: 
 
 
 

Signature of RN:  Date: 

 
 
 













OPWDD State Operations Office, Region 2 
Article 16 Clinic 

 
      Article 16 Clinic at Broome                  Article 16 Clinic at Fairlakes                 Article 16 Clinic at Rome 
        305 Main Street                                   6007 Fair Lakes Rd., Suite 400     200 W. Dominick Street 
        Binghamton, NY 13905                     E. Syracuse, NY 13057     Rome, NY 13440 
       Phone: (607) 729-1295 Phone: (315) 473-2957     Phone: (315) 339-6536 
 Fax: (607) 777-9497 Fax: (315) 234-5745     Fax: (315) 281-0080 
_____________________________________________________________________________________ 

G:>cny>Article16>00-Current>Satisfaction Survey-Fairlakes  (revised 5/20/14) 

 
Article 16 Clinic Consumer Satisfaction Survey 

 
Your feedback regarding the provision of OPWDD Region 2 Article 16 service is important to us and we 
are asking you to complete the enclosed survey.   If you live in a certified setting, your staff or family 
care provider can assist you. If you live at home, a family member can assist you. Please return this form 
to the appropriate clinic address as noted above. If you have any questions or would like to discuss any 
issues related to Article 16 Clinic Services, please feel free to contact your clinic treatment coordinator 
at the appropriate clinic. 
 
Individual’s Name:  Date sent:  
Completed by (optional): 
(Name/relationship) 

 Date 
completed: 

 

 

Service: Clinic Provider: 
     

1. Are you involved in planning and delivery of your treatment?  
a. How often do you see this clinician? 
b. What do you and the clinician work on? 
c. Is this service helpful?   Yes/No 
d. Does the clinician listen to your ideas, questions, or concerns? Yes/No 
Please explain and give examples. How could this improve? 

 
 

2. Describe your interactions with your clinician. 
a. Are your interactions with the clinician helpful?    Yes/No 
b. Are your interactions with the clinician respectful?   Yes/No 
c. Are your interactions with the clinician courteous?   Yes/No 
Please explain and give examples. How could this improve? 
 
 

3. Are all of your goals related to this service being met?   
a. Are there areas or goals you want to work on? Yes/No 
b. What are the areas or goals you want to work on? 

 
 

4. Any additional comments? 



OPWDD State Operations Office, Region 2 
Article 16 Clinic at Rome 

200 W. Dominick St. 
Rome, New York 13440 

(315) 339-6536 
 

G:>cny>ARTICLE16>Forms>Rome MSC letter-review  (initiated 12/11/13) 

 
           
  (Name of MSC or individual’s contact person)    (Date) 

  
  (Name of Individual)       (TABS#) 

A review of this individual’s record shows that the following documentation is missing from 
the record. As a reminder, these items are “elements of participation” for Article 16 
services.  We are a Medicaid funded program and therefore have specific guidelines we 
must

 

 follow.  Your ongoing efforts in supplying these allow for the continuity of services for 
the individuals we serve and will avoid unnecessary un-authorization while we obtain these 
forms from you.  Please call with any questions.  I will be happy to assist you. 

__   Individualized Service Plan (copy) 
_  
__ Current Behavior Plan (copy) 

  Safeguards/Individual Plan for Protective Oversight (copy) 

__
__ Annual Physical Exam 

 Primary Care Physician’s Referral 

__ Proof of Negative PPD test or Letter of Exemption from PCP 
__  Receipt of Bill of Rights- signed  
__ Privacy Practices Receipt- signed (9/13) 
__  Client Needs Assessment Form (DDP4) (copy) 
__  Client Developmental Disabilities Profile (DDP2) copy of current DDP2 
__ Insurance Information (copy of insurance cards) 
__ Other:   
 
 
 
__ Also, please note that you will find attached, a copy of the most recent treatment 

plans/semi-annual or annual review(s) for the above named individual.  Please 
review the information and place it in the individual’s record.   

 

  

Name of Clinic Treatment Coordinator (CTC):
            Article 16 Clinic at Rome 

  RN2 

CTC phone #:
           Rome, New York 13440   

 (315)339-6536 x3162      200 W. Dominick Street 

 
Regards, 
 
 
(Clinic Treatment Coordinator’s Signature/Title/Date)  



RESPIRATORY CHECKLIST 

Document all calls to the RN/HCP on the PRN/HCPN notes 3/1/07 

Complete the following steps every 4 hours for the 
first 48 hours and then every 8 hours until well. Name _______________________________ 

Enter Date              

Enter time              

Enter your initials              
Check temperature and record              
Call RN if temperature is above or below consumers 

normal range (__________ to__________)
            

If fever med is given (per RN), repeat temp after 1 hour & 
call RN if temperature is  still elevated             

Check pulse and record              
Call RN if pulse is < 60 or > 120             

Check respirations and record              
Call RN if respirations are < 14 or > 24             
Call 911 if there is difficulty breathing (is breathing hard, in a 

strange way or needs to sit up or lean forward to breathe)             
Check blood pressure and record              
Call RN if systolic pressure (top #) is < 90 or >  160             
Monitor cough and record              

(Enter "'no" cough, "occasional" cough, or "frequent" cough)             
Call RN if cough interferes with breathing, eating, 

drinking or sleeping             
Monitor sputum (cough discharge) & record              

(Enter "none", "occasional" or "frequent" / "clear", "white", 
"yellow", "red", "brown", or  "green)             
Check oximetry, if available,&record              
Call RN if oximetry is below 91             
Monitor color and record              

(Enter "Normal" - skin color is normal for this person,             
or "Flushed" - redness of face or skin,             
or "Pale" - loss of color in face or skin,              
or "Cyanotic" - bluish/greyish color to lips, face or skin)             
Call RN if flushed, pale, or cyanotic      
Monitor mental Status and record              

(Enter 'Normal' - normal for this person,             
or "Irritable" - excessive reponse or excitability             
or "lethargic" - very drowsy & groggy but can wake up             
or "disorientated" = unusually confused)             
Call RN if unusually irritable or lethargic             
Call 911 if uresponsive or unusually confused             
Encourage fluids and record intake              

(Enter "Drinking fluids", or "sipping fluids", or "refusing fluids")             
Call RN if  drinking less fluid than normal or the 

consumer has  vomited             
Call 911 if refusing all fluids             
Monitor urine and record urine output              

Enter 'urinated' or 'no urination'              
Call RN if consumer does not void (urinate) during an 8 

hour shift.             
 



          PROTOCOL FOR RESPIRATORY INFECTIONS REQUIRING 
                           ANTIBIOTICS 
 
1.  RISK ASSESSMENT 
The RN will identify consumers who are at a higher risk of 
developing pneumonia respiratory infections requiring antibiotics. 
If a consumer is found to be at such risk, this information will be 
included in the POPO/Nursing Assessment. 
 
     The following are factors that have been found to increase the 
susceptibility to and risk of developing pneumonia.  This list is 
intended as a starting point and is not intended to be exhaustive. 
 
     - Age greater than 50 and age extremes (very young, very old). 
     - Egg allergy (therefore no flu shot). 
     - Down syndrome with protruding or large tongue. 
     - History or presence of a swallowing disorder or aspiration. 
     - Chronic lung disease. 
     - Previous pneumonia(s). 
     - Recent hospitalizations. 
     - Immunosuppression (AIDS, chemotherapy). 
     - Co-morbid conditions such as (but limited to): congestive 
     heart failure, cardiovascular disease, CVA, renal failure, 
     asplenia (absence of the spleen) diabetes mellitus, 
     malignancy, malnutrition. 
 
2.  CRITERIA FOR AT HOME TREATMENT OF RESPIRATORY INFECTIONS - 
INCLUDING PNEUMONIAS - WHICH REQUIRE ANTIBIOTICS 
 
The consumer must be able to take oral medications (with the 
exception of those consumers who have g- or j-tubes.) 
 
No severe vital sign abnormality exists.  This means: 
     - Pulse should be 60-135/minute 
     - Systolic BP should be 90mmHg or higher 
     - Respirations should be 10-25 
     - No wide temperature variations above/below the consumer's 
     baseline 
 
There should be no acute mental status changes. 
 
Oximetry should be at 91 or above. 
 
Be aware of other acute medical conditions. 
 
Know your consumers' baseline health status. 
 
3.  RESPIRATORY INFECTION-INCLUDING PNEUMONIA-REQUIRING ANTIBIOTICS 
 
When a primary care provider or Emergency Department provider 
diagnoses a consumer with a respiratory infection requiring 
antibiotics and they have determined the illness can be treated at 
home, the following will occur: 
 



LPN/RESIDENTIAL STAFF/LEAD WORKER 
 
     - Immediately notify the residential or on call RN. 
     - Follow-up with primary care provider as directed. 
     - Implement respiratory reporting checklist 
     - Verify oximeter is present.  If unavailable implement all 
     other components and obtain as soon as possible. 
 
RESIDENTIAL RN 
 
     - Review criteria for at-home treatment of respiratory 
     infections requiring antibiotics. 
     - Notify primary care provider or DSO medical staff if 
     necessary or if the consumer does not meet at-home criteria. 
     - Review treatment plan with staff. 
     - Verify oximeter is present and in working order.  If  
     unavailable implement all other components of the protocol and 
     obtain oximeter ASAP. 
     - If the consumer has a roommate discuss the roommate's risk 
     with the staff including measures to reduce the risks 
     including handwashing and temporarily moving the roommate. 
     - Communicate any abnormal or unexpected events or concerns to 
     the primary care provider. 
     - Assess consumer and determine when vital signs and oximetry 
     may be discontinued. 
     - Determine when the consumer may return to program/work in 
     consultation with health care provider. 
     - Obtain a return-to-work slip PRN. 
     - Daily site visit or phone contact by residential RN until 
     consumer is determined well.  (Residential staff to contact 
     on-call RN on weekends and holidays.) 
 
 
            TREATMENT PLAN FOR RESPIRATORY INFECTIONS 
 
                             PART I 
 
1.  Take vital signs including TPR and BP every four hours (q4h) 
for first 48 hours, then every eight hours until well ("well" will 
be determined by an RN).  Document this information on Respiratory 
Infection Reporting Checklist and call as directed. 
 
2.  Observe respiratory status every four hours (q4h) for the first 
48 hours and then every eight hours until well.  Observe quality 
and rate of respirations, observe for respiratory difficulty - 
labored breathing, poor color or cyanosis, document on Respiratory 
Reporting Checklist and call as directed. 
 
3.  Perform Oximetry when available (q4h) for the first 48 hours 
and then every eight hours (q8h) until well ("well" will be 
determined by a RN), document on Respiratory Reporting Checklist 
and call as directed. 
 
4.  Observe mental status every four hours (q4h) for the first 48 



hours and then every eight hours until well.  Check for confusion, 
irritability, panic, disorientation, all of which can be caused by 
hypoxia (low oxygen in the blood and brain), document on 
Respiratory Infection Reporting Checklist and call as directed. 
 
5.  Monitor I&0 - Encourage additional fluids.  Observe refusal to 
drink, vomiting, lack of urination and call as directed. 
 
6.  Provide opportunities for rest to conserve energy and decrease 
oxygen demand. 
 
7.  Administer prescribed antibiotic and insure ingestion. 
 
8.  Use universal precautions. 
 
9.  Dress person appropriately and guard against chilling or 
overheating. 
 
10. Discuss roommates' at risk with team members. 
 
11. Elevate head of bed as needed. 
 
12. The consumer is to remain home until the residential RN/MD 
determines when it is appropriate to return to program/work.  (Is 
a return to work slip required?) 
 
                             PART II 
 
THE FOLLOWING ARE CAUSES FOR CONCERN AND/OR IMMEDIATE ACTION: 
 
The consumer becomes unable to take medication. 
 
A severe vital sign abnormality exists: 
     - Pulse less than 60 or greater than 120 
     - Systolic blood pressure below 90 
     - Respirations above 24 or less than 14 
     - Acute mental status changes 
 
Oximetry falling steadily or drops below 91. 
 
Fever increasing or remaining elevated after two to three days on 
antibiotics. 
 
If any of the above events occur, call the RN for further 
direction. 
 
As always, should any events occur that cause concern for the 
consumer's well-being, follow the on-call protocol for your county 
or administrative unit. 







CNYDSO 207 Rev   2/07

STAFF SIGNATURE AMT AMT STAFF SIGNATURE AMT AMT
TITLE USED LEFT TITLE USED LEFT

STAFF 
SIGNATURE:

AMOUNT 
RECEIVED:

RESIDENCE:

PRESCRIPTION #:

HEALTH CARE 
PROVIDER:

DATE:

TIME

CENTRAL NEW YORK DEVELOPMENTAL SERVICES OFFICE
OFFICE OF MENTAL RETARDATION AND DEVELOPMENTAL DISABILITIES

RECORD OF CONTROLLED SUBSTANCES REMOVED

DATE TIME DATE

NAME:

MEDICATION 
NAME AND DOSE:

PHARMACY:



OPWDD REGION 2 
CNY DDSOO- ARTICLE 16 CLINIC 

*Note: For questions 4 and 5, Psychiatric services are reviewed with each progress note. Due to changes in procedures, 
there may not be Annual and 6-month Reviews for psychiatry in the charts prior to 2014. Use N/A to indicate not 
available. 
 
G:>CNY>Article 16>Forms>00-Current>QA Form   Rev. 5/2014 

 

 
QUALITY ASSURANCE REVIEW 

INDIVIDUAL: ________________________________ TABS # _________________ DATE OF REVIEW ________________  
 
Current Services (enter corresponding numbers from below): _______________________________________________   

1. Psychiatry;   2.  Psychology;    3.  Audiology;    4.  Physical Therapy;    5.  Occupational Therapy;    
6.    Nutrition;     7.  Speech;           8.  Other___________________________ 

__________________________________________________________________________________________________  
 

 
PART 1 

YES NO 
1. Is Bill of Rights signature receipt present? (Section 1; last page)   
2. Is there proof of 1 TB test or an exclusionary Statement from Primary Physician? (Section 4)   
3. Is the ISP current- dated within 14 months? (Section 1)   

Date of last ISP ________________ (mm/dd/yy) 
  

4. Are each of the current services listed above also listed in the ISP or on an ISP Addendum (including 
a 6-month ISP Review) as an Article 16 Clinic service? (Section 1) 

  

5. Is there documentation of eligibility for clinical services? (Section 4;  e.g. Eligibility Determination 
form, Notice of Decision, a document with Diagnosis signed by Physician or PhD, etc.) 

  

6. Are the initial assessments completed within 30 days of medical director’s approval for service? 
(Section 3; look at Physicians Approval Form date signed by Medical Director and Assessment 
Findings date of evaluation) 

  

 
Comments: ________________________________________________________________________________________  
 
__________________________________________________________________________________________________  
 
PART 2:  Ongoing Clinical Services Corresponding #s 
For Part 2, under each service, fill in the boxes  using this key:  Y = Yes, N=No, N/A = not applicable     

1. For each clinic service, is there an Ongoing Service Plan signed by the physician? (Section 2)     
2. Is there documentation to support diagnosis for ongoing service? (Section 2; Ongoing Service Plan)     
3. A) Are Activity Recording and Notes forms present for services provided? (Section 5)     
         B) Do the Activity Recording notes (Section 5) correspond with the frequency of the Ongoing  
              Service Plan? (Section 2) (For example, if recommended frequency is q 6 months, there should 

be a corresponding Activity Recording and Notes form q 6 months. 

    

         C) Is clinician’s signature complete [full signature, title, and three-part date (mm/dd/yy) on each 
              Activity Recording and Notes form]?   (Section 5) 

    

4. For each Clinic Service*, does the most recent progress note reflect the stated goals/objectives as 
noted on the Ongoing Service Plan (Treatment Plan)?   (Section 2) 

    

 
Comments: ________________________________________________________________________________________  
 
__________________________________________________________________________________________________  
 



OPWDD REGION 2 
CNY DDSOO- ARTICLE 16 CLINIC 

*Note: For questions 4 and 5, Psychiatric services are reviewed with each progress note. Due to changes in procedures, 
there may not be Annual and 6-month Reviews for psychiatry in the charts prior to 2014. Use N/A to indicate not 
available. 
 
G:>CNY>Article 16>Forms>00-Current>QA Form   Rev. 5/2014 

 
 Corresponding #s 
     
5. A)    For each clinic service*, are Clinic Reviews present every 6 months? (Section 6) [There will be 

up to 2 years of reviews, 4 documents/service]. 
    

B) Is each Clinic Review signed by the clinician and treatment coordinator? (Section 6)     
C) Is each ANNUAL Clinic Review signed by the Medical Director? (Section 6)     
D) For each clinic service, is the date of the Medical Director’s signature within one year and 

31 days of the signature on the previous annual review? (Section 6) 
    

 
Comments: ________________________________________________________________________________________  
 
__________________________________________________________________________________________________  
 
 
 
___________________________________________ ____________________________ 
Reviewer Signature Date 
 
 
 
CORRECTIONS: 

o No Corrections Needed 
 

o Each issue has been corrected or addressed 
 
Comments as needed: 
 

 
 
 
 
 
___________________________________________ ____________________________ 
Clinic Treatment Coordinator Signature Date 



Notice of Privacy Practices--Acknowledgment of Receipt 
 
 
 
By signing this acknowledgment form I am confirming that: 
 
_ I received a copy of OPWDD ʼs Notice of Privacy Practices and the Summary; 
 
_ I understand that I can contact my local DDSOO to get more information about my 
privacy rights in OPWDD. 
 
 
 
 
 
Individualʼs name (please print): ____________________________________________ 
 
 
Individualʼs signature: ________________________________Date: _______________ 
 
 
 
 
 
If applicable (when the individual is not able to understand the notice): 
 
 
Name of contact person: __________________________________________________ 
 
 
Relationship to the Individual: ______________________________________________ 
 

Signature of contact: ______________________________________________Date: _____________ 

 

 

 

 

 

 

 

 

 

 

 

10/13 



PRE-SEDATION MEDICATIONS CHECKLIST 
 

Name _______________________  Date ___________________ 
 

Complete the following checklist for pre-sedation medication: 
 

o Vital Signs prior to the administration of the pre-sedation medication  
 
1. Time _______________   Blood Pressure ______________________ 
 
2. Temperature _________    Pulse __________  Respiration _________ 

 
o Use of any wheelchair Y/N ___________  Y strap or T strap ________ 

 
o Vital Signs upon return to residence 
 

1. Time _______________   Blood Pressure ______________________ 
 
2. Pulse __________  Respiration _________ 

 
o Vital Signs two hours after return to residence 
 

1. Time _______________   Blood Pressure ______________________ 
 
2. Pulse __________  Respiration _________ 

 
o Vital Signs four hours after return to residence 
 

1. Time _______________   Blood Pressure ______________________ 
 
2. Pulse __________  Respiration _________ 

 
Contact the RN prior to the administration of the pre-sedation medications or following the 
procedure if: 

 
• The blood pressure is under __________ or over _____________ 

 
o The pulse is under __________ or over ___________ 

 
o The respirations are under _________ or over ____________ 
 
o The temperature is under ________ or over ____________ 
o There is vomiting 
o There is a decrease in regular function of the arms and/or legs 
o There is a change in routine walking/standing ability 
o There is lethargy, weakness, or a change in usual orientation to person, place, time or a change in Response  
o  to verbal direction for more than ________ minutes/hours 
o There is unusual restlessness, apprehension, and/or an increase in self injurious behavior (SIB) 
o There is a decrease in urination/unusual incontinence of urine and/or stool 
o There is a decrease in fluid and/or food intake 
o There is increased cough and/or congestion 
o Rash 



CNYDSO 722 PRESCRIPTION RECORDS 12/05 

 

 
Consumer:        
 
TABs #:         Residence:       
 
 
      

      

      

      

      

      

      

      

      

      

      

 



POST HOSPITALIZATION CHECKLIST 
(Notify RN that a consumer has returned from the hospital and review discharge orders) 

Document all calls to the RN/HCP on the PRN/HCPN notes 3/1/08 

Complete the following steps every __ hours for 
___ Days at the direction of the Supervising RN. Name _______________________________ 

Enter Date              

Enter time              

Enter your initials              
Check temperature and record              
Call RN if temperature is above or below consumers 

normal range (__________ to__________)
            

If fever med is given (per RN), repeat temp after 1 hour & 
call RN if temperature is  still elevated             

Check pulse and record              
Call RN if pulse is < 60 or > 120 
Call 911 if chest pain occurs             

Check respirations and record              
Call RN if respirations are < 14 or > 24 or for a persistent 

cough             
Call 911 if there is difficulty breathing (is breathing hard, in a 

strange way or needs to sit up or lean forward to breathe)             
Check blood pressure and record              
Call RN if systolic pressure (top #) is < 90 or >  160             
Last Bowel Movement at 
hospital_______. Record BM here             

(Enter "'none" If no BM during the charting period)              
Call RN  per BM  Protocol or no BM for 48 hours. 
Or more than _____ BM  in 24 hours  
Call RN  if Abdominal pain, cramps or discomfort.  
Call 911 for severe abdominal pain 

             
Monitor skin integrity & record 
(Enter “okay” if no skin problems are present)             
Call RN  for a new rash, reddened or broken skin              
Check Surgical wound if present 
(Enter “No drainage” if none or describe any drainage)t             
Call RN if there is an increase in drainage or more than a 

¼ inch of redness around the wound 
Call RN if the consumer removed the dressing(s)             
Monitor color and record              

(Enter "Normal" - skin color is normal for this person,             
or "Flushed" - redness of face or skin,             
or "Pale" - loss of color in face or skin,              
or "Cyanotic" - bluish/greyish color to lips, face or skin)             
Call RN if flushed, pale, or cyanotic      
Monitor pain status and record              

(Enter yes if the consumer required pain medication) 
Call RN if pain is not relieved by medication in 1 hour             
Monitor appetite              

(Enter "Eating and Drinking fluids", or "Not eating/drinking”)             
Call RN if consumer refuses a meal or  fluids             
Monitor urine and record urine output              

Enter 'urinated' or 'no urination'              
Call RN if consumer does not void (urinate) during an 8 

hour shift.             
 



Standing Order for OTC Medications rev. 612014

:"'ame: 008: _

Allergies: _

Guidelines

.•The administration of the OTC medication may not exceed 48 consecuth"e hours unless othen\o'ise prescribed by the MD.

.•Starr are to notify tbe RN/MO should they have!'!!y concerns about the individual's condUion

.•Starr are to notify the nurse on the next business day of any OTC meds administered

.• Medications that ARE NOT prescribed should be eliminate by the MD by dral\o'inga line through that medication and placing the date
& their initials next to the medication being eliminated .

.• For additional OTCs, the MO is to list them in the # 11 space below, indicating the condUion for which the OTC is to be used;
including the dose, frequency and any specific related instructions

.•.•.•.••.•.•.•.•.••.•.•.•.•.•••.•.•.•.••.•.•.•.•.••••.•.•.••.•.•.•.•.••.•.•.•.•.•.•.••.•.•.•.•.•.•.•.•.•.•.•.•.•.•.•.•.•.•••••••.••.••.•.•.•.•.•.•.•.•.•.•.•.•••.•••••••••.•••••••••.•.•••••**

'Onr the Counter (OTC) medications may be given to following directions as indicated below:

I. Fever: Tylenol (acetaminophen) may be given for a
temperature reading of 101 F or above. The dose is 325
mg, administer 2 tabs every 4 hours or give one 650 mg
suppository every 4 hours. Liquid Tylenol may be used
in the same dosage. Recheck temp every 4 hours and if
still elevated, contact the RN/MD.

2. Headache: Tylenol (acetaminophen) may be given.
The dose is 325 mg, administer 2 tabs every 4 hours or
give one 650 mg suppository every 4 hours. Liquid
Tylenol may be used in the same dosage. If the
headache is not relieved or appears severe, call
RN/MD.

3. Indigestion: Give Mylanta 2 tablespoons (30 cc) or
Mylanta I tablet every 4 hours. If indigestion worsens
or there is no improvement within 30 minutes, contact
RN/MD.

4. Vomiting: Do not feed for 1 hour after last vomiting
episode and then provide:a clear liquid diet for 12
hours. Avoid milk. citrus foods and juices, spicy &
Cattyfoods. Encourage slowly sipping fluids. T~e vital
signs every shift Cor2 consecutive shifts. Report any
further vomiting, abnormal vital signs, or any
behavioral changes/somatic complaints to the RN/MD

5. Diarrhea: Administer Kaopectate 30 cc. (2
Tablespoons) after the Old) third loose stool and after
each loose stool thereafter up to 6 limes in 24 hours. If
loose stools continue after the 3,ddose, contact the
RNIMD. Hold any laxatives or stool softeners while
the diarrhea continues. Encourage fluids.

6. Nasal Congestion: Provide Saline Na-;alSpray 2-3
sprays into each nostril up t03x1day.

7. Sore Throat: Tylenol (acetaminophen) may be given.
The dose is 325 mg, administer 2 tabs every 4 hours or
give onc 650 mg suppository every 4 hours. Liquid
Tylenol may be used in the same dosage. May also use
Chloraseptic spray-I spray every 2 hours. If no relief
after 4 hours, contact the RNIMO.

8. ScrapeslScratches: After washing with warm soap &
water, pat dry and apply Bacitracin or Polysporin or
Triple Antibiotic ointment topically up to 3x1day. Do
not use ointments containing Neomycin. Ifsigns of
infection occur, notify RN/MO.

9. Itchy Rash: Administer Benadryl plain
(Diphenhydramine) 25 mg. every 8 hours or Calamine
Lotion (not Caladryl) as nceded or 1%Hydrocortisone
cream in small amounts up to 3x1day,wear gloves &
rub in well. Do not give if consumer is on Mellaril or
Serentil. Ifno relieCor rash appears to worsen, contact
RN/MD.

10. Musculoskeletal AcheslPains: Assuming NO Aspirin
allergies; Give Motrin (Ibuprofen) 400 mg, every 6
hours. Ifno relief after 24 hours or if condition appears
to worsen, notify RN/MD.

11. Other OTCs: _

12. Annuallnnuenza Vaccine: _

Doctor's Signature: _
Oate: _
Nurse's Signature: _

Date: ------



6/22/06 Cite: NYCRR 633.17(13)

Name:

Allergies:

a if 
approved

Medication & Strength Dosage/Route/Frequency/ 
Duration Indications For Use MDD

o  For temp > 101 

o For headache

2 tabs po q4h prn o  For minor muscle aches 8 tabs
o  For menstrual discomfort

o  Other _______________

Mylanta/Maalox liquid 
antacid 1 tbsp po q4h prn For minor stomach upset 

and heart burn
6 doses       
(6 tbsp)

Guaifenesin cough 
syrup 2 tsps po q4h prn

For minor cough without 
temperature over 100 
degrees

4 doses      (8 
tsp)

Triple Antibiotic 
Ointment (Neosporin)

Apply small amount to 
affected area three times a 

day prn

To prevent infection in minor 
cuts, scrapes and burns.

Three times a 
day

Date: Practitioner:

All over-the-counter orders expire 12 months from the date signed.

ADULT OVER THE COUNTER MEDICATION APPROVAL FORM

The use of the approved over-the-counter medications below is permitted when administered in accordance with 
the following to ensure that the medication is appropriate and that there will be no contraindications:

INSTRUCTIONS FOR HEALTH CARE PROVIDERS: Please approve the over-the-counter medications 
below which may be given for the stated purpose.  Administration of an OTC medication will NOT exceed 
two consecutive days, unless so specified.

I have reviewed and indicated which of the above appropriate medications can be used for this individual along 
with the prescribed medications already in use.  There are no contraindications.

INSTRUCTIONS FOR AMAPs: Chart and document OTC medication administration on the MAR. Notify the 
supervising RN through the team process. Contact RN/RN-On-Call for approval to administer a second dose 
within the same day unless approval is provided for more than 1 dose. Do not exceed two consecutive days.

Acetaminophen 325 mg 
tabs



ORDERING MEDICATIONS PROTOCOL (DRAFT 2010) 
 

Per 633.17 Regulation: ”all medications will be ordered, prescribed or approved 
by a health care practitioner, administered by approved medication staff, nurses, 
Family Care Providers/Substitute Providers, and/or family and stored according to 
regulation standards.” 
 
The supervising RN will assign and train staff to re-order medications on a timely 
basis.   The RN/RN-on-Call will be immediately notified to provide direction and 
appropriate recourse if medication is not available: ie- pharmacy closed, medication 
not picked up/delivered, assigned staff did not order medications. 
 
                  Important components of ordering medications: 
 
-Assigned person name(s) 
-Day(s)/shift to re-order or for Day Program to call residence 
-Sample of any document used to fax/call in refills to pharmacy  
-Amount of medication left when medication is to be ordered:  
 Consider pills, ointments, drops, liquids, suppositories, OTCs 
-Where extra medication is stored at residence 
-How to assist specific individuals who are independent in Self-administration or  
 Self-management of medications to have ongoing medication supply 
-When and how to send medications to day program 
 When medications are transferred-day/time 
 Transfer of medication on Medication Specific sheet 
 Transfer of medication form 
 How medications are transported-medication box, on bus, by staff 
-All AMAPs and LPNs must be aware that if the last of the medication is used, there 
must be more  available for the next medication administration: 
-Team designation of where to look for ordered medication- log book, med room, etc 
-Who to call if staff is working alone and unable to pick up/no delivery possible 
-Where to find unfilled or existing prescriptions for medications without refills 
-Process for obtaining new prescriptions  
-Notification of supervising RN/RN-On-Call 
 
Please post “Ordering Medications” protocol in med room/area to ensure that all 
medication approved staff, including float staff, are able to access this information. 
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NYS OPWDD Nutrition Assessment 
  

Name:        DOB:        Age:        Date:        
Residence:        Gender:  select TAB ID#:        
Program:       Physician:       
 
 Food & Nutrition Related History 
Route of Nutrition:    P.O.           Enteral 
PO Diet Order:        
Nutritional Supplements:        
Diet Provides Estimated:                Calories 
Other:        
Enteral Feeding Order:       
Nutritional Analysis of Enteral Regimen: 
Source Volume Calories Protein Water  Fiber Calcium Vit. D Iron 
                                                      
                                                      
                                                      
                                                      
                                                      
Total                                                 
Diet History:        
Food Allergies / Intolerances / Restrictions:        
Mealtime Strengths & Needs:        
Dining Ability:     Independent        Needs Assistance        Total Dependence    Other:        
Mobility:  select from list      Activity Level:  select from list 
Comments:        
Current Medications and Food Interactions:   
      
 

Anthropometric Measurements 
Height:            Current Weight:        HWR:        
BMI:         Underweight       Normal      Overweight       Obese 
Weight History:        
Comments:        
 

Biochemical Data 
Data Date       Date       Date       Date        Date       
RBC (M/ul)                               

Hgb (g/dl)                               
Hct (%)                               
MCV (fl)                               
Glucose (mg/dl)                               
BUN (mg/dl)                               
Creatinine (mg/dl)                               
Sodium (mmol/l)                               
Potassium (mmol/l)                               
Calcium (mg/dl)                               
Total Protein (g/dl)                               
Albumin (g/dl)                               
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NYS OPWDD Nutrition Assessment 
  

Name:        DOB:        Age:        Date:        
Residence:        Gender:  select TAB ID#:        
Program:       Physician:       
 
 Folate (ng/ml)                               
Vitamin B-12 (pg/ml)                               
Ferritin (ng/ml)                               
Total Iron (mcg/dl)                               
TIBC (%)                               
Fe Saturation (%)                               
Total Cholesterol (mg/dl)                               
HDL-Chol (mg/dl)                               
LDL-Chol (mg/dl)                               
Triglycerides (mg/dl)                               
Total Chol:HDL                               
TSH (uIU/ml)                               
Free T4 (ng/dl                               
Hgb A1c                               
25-OH Vitamin D                               
GFR                               

Nutritionally significant diagnostic tests / procedures:        
 

Nutrition-Focused Physical Findings 
 Oral Condition (check all that apply):   No noted concerns    Edentulous    Dry mouth    Loose teeth   

 Some missing teeth    Drooling    Other       
Oral Function   Select from list 
Comments:        
Skin Condition:   Intact     Impaired   Comments:        
Intake Solids:  select from list   Comments:        
Intake Fluids:  select from list   Comments:        
Bowel Regularity:        Maintain with Diet       Maintained with Diet and Medication 
Comments:        
Vision:  select from list Hearing:  select from list 
 

Client History 
Medical Diagnosis:        
Other Client History:        
 

Comparative Standards 

Estimated Daily Nutritional Needs  Reference Standards 
Calories             
g Protein             
mL Fluid             
Comments:        
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NYS OPWDD Nutrition Assessment 
  

Name:        DOB:        Age:        Date:        
Residence:        Gender:  select TAB ID#:        
Program:       Physician:       
 
 Summary 
      
 

Nutrition Diagnosis (PES Statement) 
Problem #1:  select from list 

Other:         
Related to:          
As Evidenced by:          

Problem #2:  select from list 
Other:        
Related to:          
As Evidenced by:          

Problem #3:  select from list 
Other:        
Related to:          
As Evidenced by:          
 

Nutrition Intervention 
Nutrition Prescription:        
Intervention #1:        
Intervention #2:        
Intervention #3:        
Intervention #4:        
Intervention #5:        
Intervention #6:        
Individual Goals:        
 

Nutrition Monitoring and Evaluation Plan 
#1:        
#2:        
#3:        
#4:        
#5:        
#6:        
 
Completed by: 

      
Name, Credentials 

Date:   
      

 



Neurological Reporting Checklist
(For monitoring persons with a change in consciousness or function)

Document All telephone calls to RN/Physician on PRN/HCP notes.

Complete this form after an observed neurological change (such 
as a seizure or change in consiousness).
tEnter Date a
tEnter time a 
tEnter your initials a 
PRE-ICTAL PHASE: (AURA)
tCheck changes in behavior, (observed before the 
neurological event occurred), and record a

* Describe any changes noted before the event such as a change in behavior, mood or expression.

*Describe any changed reported to you by the consumer before the event was observed. Changes could 
include an alteration of vision, hearing, smell or taste. Also a  headache or tingling sensation .

* Enter "no change" if no changes were noted before the event was observed

ICTAL PHASE: 
tCheck level of consciousness and record a 

* Enter "Unconscious" if the consumer did not repond  to you in any way and could not remain upright (If the 
consumer fell to the floor or slumped over in the chair)
* Enter "Unresponsive" if the consumer appeared awake but did not repond  to verbal prompts (such as 'are 
you okay'?)
* Enter "Altered"  if the consumer appeared confused or was unable to talk normally (such as mumbling 
and/or repeating word)
* Enter "no change" if no changes were noted. (The consumer was awake and alert and could talk normally 
during the event)

tObserve for physical movements and/or changes  
and record a 

* Enter "tremors"  and describe their location if the consumer demonstrated  twitching or shaking of body 
parts (such as lips, eyes, facial muscles and/or arms and legs)

* Enter "rigid"  and describe the location if the consumer demonstrated the stiffening of muscles  (such as 
the arms and legs)

* Enter "limp" if the consumer dropped to the floor or slumped over in the chair and had no muscle tone 
(muscle were soft and weak)

* Enter "blank stare"  if the consumer stared into space with no response to verbal prompts.

* Enter "impaired breathing"  if the cosumer had a change in breathing patterns (appeared to have difficulty 
breathing or was breathing faster/ deeper than usual) 
* Describe unusual behavior (such as repetitive and/or purposeless behavior that the consumer does not 
normally demonstrate)

gCall 911 immediately if the consumer is severely injured, (such as 
head injury, severe bleeding or broken bone) or if the consumer stops 
breathing

tTime the duration of the event and record a 
* Record only the length of physical symptoms (such as staring, rigid muscles, limp muscles, twitching, 
shaking and/or repetitive behaviors)

gCall 911 immediately if the consumer is not known to have epilepsy,  
seizures, or if the event lasts longer than _________ minutes..

POST-ICTAL PHASE: 
tTime duration of unresponsiveness after the event 
and record a 

*Record the time, if any,  between the end of physical symtpoms and when the consumer is responsive

tObserve mental status after the event and record a 
*Enter the consumer's mental status after the event (such as drowsy, weak, tired, or sleeping)

tTake vital signs, if indicated, and record a 
gCall RN if vital signs are outside of normal range.

BP normal range_____________to_______________

Pulse normal range _____________to_____________

Resp.  normal range _____________to______________

Name ___________________________



Monthly Breast Exam 
 
 
Year
                                                                                                             Check one 

: _________       

Month               Signature of Staff Completing Exam            negative       
                                                                                    

positive  

 
January            _________________________          _____        _____ 
February          _________________________          _____        _____ 
March              _________________________          _____        _____ 
April                _________________________          _____        _____ 
May                 _________________________          _____        _____ 
June                 _________________________          _____        _____ 
July                 _________________________          _____        _____ 
August            _________________________           _____        _____ 
September       _________________________          _____        _____ 
October           _________________________          _____        _____ 
November       _________________________          _____        _____ 
December       __________________________         _____        _____ 

 

Move around the breast in an up and down pattern starting at an imaginary line drawn straight down their side from 
the underarm and moving across the breast to the middle of the chest bone (sternum or breastbone). Be sure to 
check the entire breast area going down until you feel only ribs and up to the neck or collar bone (clavicle). Any 
positive findings should be documented in the health care progress notes and 
reported to the PCP immediately for further clinical evaluation. 
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MOLST LEGAL REQUIREMENTS CHECKLIST FOR INDIVIDUALS WITH 

 
DEVELOPMENTAL DISABILITIES 

  
 ______________________________  ________________________ 
 LAST NAME/FIRST NAME   DATE OF BIRTH 
 
 __________________________________________________________________ 
    ADDRESS 

 
Note: Actual orders should be placed on the MOLST form with this completed checklist attached.  U se of 
this checklist is required for individuals with developmental disabilities (DD) who lack the capacity to make 
their own health care decisions and do not  have a  health care proxy.  M edical decisions which involve the 
withholding or withdrawing of life sustaining treatment (LST) for individuals with DD who lack capacity and 
do not have a health care proxy must comply with the process set forth in the Health Care Decisions Act for 
persons with MR (HCDA) [SCPA § 1750 -b (4)].  Effective June 1, 20 10, this includes the issuance of DNR 
orders. 
 
Step 1 – Identification of Appropriate 1750-b Surrogate from Prioritized List.  Check appropriate category and 
add name of surrogate. 
 
_____    a.   17-A guardian  ______________________________________________ 
_____    b.   actively involved spouse  _______________________________________ 
_____    c.   actively involved parent   _______________________________________ 
_____    d.   actively involved adult child  ____________________________________ 
_____    e.   actively involved adult sibling  ___________________________________ 
_____    f.    actively involved family member _________________________________ 
_____   g.   Willowbrook CAB (full representation) 
_____    h.   Surrogate Decision Making Committee (MHL Article 80) 
 
 
Step 2 – 1750-b surrogate has a conversation or a series of conversations with the treating physician regarding 
possible t reatment o ptions a nd goals f or c are.  F ollowing t hese di scussions, t he 1750-b s urrogate m akes a 
decision to withhold or withdraw LST, either orally or in writing. 
 
Specify the LST that is requested to be withdrawn or withheld:  _________________________________ 
 
_____________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
_____    Decision made orally 
 
 
_____________________________  _____________________________________ 
Witness – Attending Physician   Second Witness 
 
_____    D ecision made in writing (must be da ted, s igned b y surrogate, signed by 1 witness a nd given to 
attending physician). 
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______________________________  ___________________________ 
LAST NAME/FIRST NAME   DATE OF BIRTH 
 

Step 3 – Confirm individual’s lack of capacity to make health care decisions.  Either the attending physician 
or t he c oncurring ph ysician or l icensed ps ychologist m ust: (a ) be  e mployed b y a  D DSO; or  (b) ha ve be en 
employed for at least 2 years in a facility or program operated, licensed or authorized by OPWDD; or (c) have 
been approved by  t he c ommissioner of  OPWDD as e ither pos sessing s pecialized t raining or ha ve 3 years 
experience in providing services to individuals with DD.  
 
____________________________________ ________________________________________ 
Attending Physician    Concurring Physician or Licensed Psychologist 
 
Step 4– Determination of Necessary Medical Criteria.   
 
We have determined to a reasonable degree of medical certainty that both of the following conditions are met: 
 
(1) the individual has one of the following medical conditions: 
 
_____    a.   a terminal condition; (briefly describe _____________________________________________ 
 
_____________________________________________________________________________________); or 
_____    b.   permanent unconsciousness; or  
_____    c.   a medical condition other than DD which requires LST, is irreversible and which will continue 

        indefinitely (briefly describe____________________________________________________ 
 
 ______________________________________________________________________________) 

 
AND 

(2) the LST would impose an extraordinary burden on the individual in light of: 
 
_____  a. the person’s medical condition other than DD (briefly explain_______________________________ 
 

____________________________________________________________________________) and 
 

_____  b. the expected outcome of the LST, notwithstanding the person’s DD (briefly explain ____________ 
 
 ________________________________________________________________________________) 
 
 If the 1750-b surrogate has requested that artificially provided nutrition or hydration be withdrawn or 
withheld, one of the following additional factors must also be met: 
 
_____  a. there is no reasonable hope of maintaining life (explain__________________________________ 
 
 __________________________________________________________________________________); or 
 
_____ b. the artificially provided nutrition or hydration poses an extraordinary burden  (explain__________ 
 
_____________________________________________________________________________________ 
 
_______________________________________________________________________________________). 
                    
 
__________________________  ____________________________________ 
Attending Physician    Concurring Physician 
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______________________________  ___________________________ 
LAST NAME/FIRST NAME   DATE OF BIRTH 
  
Step 5 – Notifications.  At least 48 hours prior to the implementation of a decision to withdraw LST, or at the 
earliest possible t ime prior to a decision to withhold LST, the attending physician must notify the following 
parties: 
 
_____    the person with DD, unless therapeutic exception applies 
             notified on ___/___/___ 
 
_____    if the person is in or was transferred from an OPWDD residential facility 
              

______    Facility Director notified on ____/___/____ 
 

______    MHLS notified on ____/___/____ 
 
_____  if the person is not in and was not transferred from an OPWDD residential facility  
 

______   the director of the local DDSO notified on  ____/___/____ 
 
 
Step 6  - I certify that the 1750-b process has been complied with, the appropriate parties have been notified 
and no objection to the surrogate’s decision remains unresolved. 
 
 
____________________________________ _____________________________________ 
Attending Physician     Date 
 
 
 
Note: The MOLST form may ONLY be completed with the 1750-b surrogate after all 6 s teps on this 

checklist have been completed.  
 
 



Comments / Notes / General information

Site: 

Date Of Birth:

 
Check box if "yes"

Date Menses 
Started Date finished Heavy Moderate Light Spotty

Cramps / 
discomfort

Comments documented on 
HCPN/PRNs

Menses Chart
Name:

Allergies: 
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Comments / Notes / General information

Site: 

Date Of Birth:

 
Check box if "yes"

Date Menses 
Started Date finished Heavy Moderate Light Spotty

Cramps / 
discomfort

Comments documented on 
HCPN/PRNs

Menses Chart
Name:

Allergies: 
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MEDICATION TRANSFER SIGN-OUT/SIGN-IN SHEET 
 

Send any medication needed while out of the residence with the responsible person in the original labeled container OR set 
up the medication in a medication organizer/med bar for the family/friend to administer while the individual is away from the 
facility. In addition, Record the medications released from, and/or returned to, the residence below: 
  

Name of consumer:       Residence:       

Reason for medication transfer:       Date:       
 

Medication 
If re-packaging medication for family/friend: Enter the name of medication, time, physical 
description of each pill, and what medication is for. (Example ”Avalide 150/12.5” 7 am: 
peach, oval pill with “2775” on it for high blood pressure). Send a copy with the family.  

Count Out 
Enter the amount 

released 

Count In 
Enter the amount 

returned 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

 
The Medication listed above was released in original labeled container OR Repackaged into med bar by: 
 
________________________________________________                         __________________________ 
Signature of staff  re-packaging and/or releasing  medication                                    Date 
 
The responsibility for medication listed above was accepted by: 
 
________________________________________________                         __________________________ 
Signature or name of person accepting medication                                                          Date 
 
The medication listed above were returned: 
 
________________________________________________                         __________________________ 
signature of person signing-in the medication                                                                   Date 
 
Report any discrepancies in the count to the supervising RN or RN-On-Call and document below: 
 
RN notified: ____________________________     Date: _____________________    Time: _____________ 
 
Discrepancy: ____________________________________________________________________________ 



 

 

This form should remain on-site until completed and reviewed by the supervising RN 6/10 
 



 

 

MEDICATION TRANSFER SIGN-OUT/SIGN-IN SHEET 
 

Send any medication needed while out of the residence with the responsible person in the original labeled container OR set 
up the medication in a medication organizer/med bar for the family and unpaid personal friends to administer while the 
individual is away from the facility. In addition, Record the medications released from, and/or returned to, the residence 
below: 
  

Name of consumer:       Residence:       

Reason for medication transfer:       Date:       
 

Medication 
If re-packaging medication for family/friend: Enter the name of medication, time, physical 
description of each pill, and what medication is for. (Example ”Avalide 150/12.5” 7 am: 
peach, oval pill with “2775” on it for high blood pressure). Send a copy with the family.  

Count Out 
Enter the amount 

released 

Count In 
Enter the amount 

returned 

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

                  

 
The Medication listed above was released in original labeled container OR Repackaged into med bar by: 
 
_______________________________________________                         __________________________ 
Signature of staff  re-packaging and/or releasing  medication                                    Date 
 
 
 
The medication listed above were returned: 
 
________________________________________________                         __________________________ 
signature of person signing-in the medication                                                                   Date 

 
Report any discrepancies in the count to the supervising RN or RN-On-Call and document below: 
 
RN notified: ____________________________     Date: _____________________    Time: _____________ 
 
Discrepancy: ____________________________________________________________________________ 



 

 

CNYDSO MEDICATION REGIMEN REVIEW 
To be completed no less than a semi-annual basis by an RN, NP, Physician, PA or Pharmacist 

 
Name:       DOB:       
 
Review Period  From              to       
 
I have: 

• Reviewed all the medication that this person has taken during the review period including routine, PRN, over-the-
counter, topical, time-limited, and discontinued medications. 

 
• Reviewed the person's medication record for potential adverse reactions, allergies, interactions, contraindications, or 

irregularities (e.g. medications not taken in accordance with the usual recommendations). 
 • Reviewed any related lab work. 

 
• Reviewed the rationale, reason, or purpose for the medication(s). 
 
• Assessed this person's response to medication therapy to determine if the medication is achieving the desired effect(s). 

 
• Reviewed the concomitant administration of this person’s medications. 
• Reviewed the PRN medication usage, including the frequency of use and effectiveness of the medication. (Any 

recommendations regarding PRN medication including the appropriateness of continuation of orders for medication 
not required during the review period, and the criteria for use shall be made to the prescriber based upon said review). 

 
 

Findings: 

 

Action: 

 
 
Reviewer and title       Date:       
 

 
No Significant findings (Medication regime is achieving desired effects without potential adverse reactions, 

interactions, contraindications, irregularities) 
 

 

Recommendations: 
 

 Labwork       
 Medication Administration Change (change in time, form, instructions) 
 Potential Adverse interaction or contraindication 
 Potential for allergy or sensitivity 
 Monitoring of EPS/TD signs and symptoms needed 
 other       

 
 

 No action needed  
 Recommendations sent to prescriber  
 Recommendations sent to Psychologist/behavioral Specialist for Psychotropic medication  



 

 

Practitioner’s response: 
 

  
 



 

 

CNYDSO MEDICATION REGIMEN REVIEW 
To be completed no less than a semi-annual basis by an RN, NP, Physician, PA or Pharmacist 

 
Name:       DOB:       
 
 
I have: 

• Reviewed all the medication that this person has taken during the review period including routine, PRN, over-the-
counter, topical, time-limited, and discontinued medications. 

 
• Reviewed the person's medication record for potential adverse reactions, allergies, interactions, contraindications, or 

irregularities (e.g. medications not taken in accordance with the usual recommendations). 
 • Reviewed any related lab work. 

 
• Reviewed the rationale, reason, or purpose for the medication(s). 
 
• Assessed this person's response to medication therapy to determine if the medication is achieving the desired effect(s). 

 
• Reviewed the concomitant administration of this person’s medications. 
• Reviewed the PRN medication usage, including the frequency of use and effectiveness of the medication. (Any 

recommendations regarding PRN medication including the appropriateness of continuation of orders for medication 
not required during the review period, and the criteria for use shall be made to the prescriber based upon said review). 

 
 

Findings: 

 

Action: 

 
 
Reviewer and title       Date:       
 

 
No Significant findings (Medication regime is achieving desired effects without potential adverse reactions, 

interactions, contraindications, irregularities) 
 

 

Recommendations: 
 

 Labwork       
 Medication Administration Change (change in time, form, instructions) 
 Potential Adverse interaction or contraindication 
 Potential for allergy or sensitivity 
 Monitoring of EPS/TD signs and symptoms needed 
 other       

 
 

 No action needed  
 Recommendations sent to prescriber  
 Recommendations sent to Psychologist/behavioral Specialist for Psychotropic medication  



 

 

Practitioner’s response: 
 

  
10/2010 revised 



 
 
Patient Name:  _______________________________________ Pharmacy:     ___________________________________ 
 
Date of Birth:  _______________________________________                                   ___________________________________ 
 
Address:  ___________________________________________                          ___________________________________   
  
     ___________________________________________  Telephone #:  ___________________________________ 
 
Telephone #:   _______________________________________  Allergies:        ___________________________________  
 
                                                                                                                                            ___________________________________  
 

Medication Flow Chart  
 

Date Medication & Dosage # of Pills # of Refills Comments 
     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 
 
 
 



Patient Name:  _______________________________________ Date of Birth: __________________________________ 
 

Medication Flow Chart  
 

Date Medication & Dosage # of Pills # of Refills Comments 
     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

     

 



       CNY DDSOO MEDICATION EVENT REPORTING FORM-8/13/12 

 

Name of Consumer: 
      

Date Of Birth: 
      

Date of Medication Event:            
Time of Medication Event:        

Location of Event: 
      

Team: 
      

 Observed/Witnessed  OR: 
 Discovered       Time Discovered:       

Staff Person/title reporting the medication event: 
      

Staff person(s)/Title(s) responsible for medication event: 
      

 

Medications involved:       
  

Description of Medication Event:       
 

 

• Continue descriptive information on the back 
Contributing circumstances (List any factors that may have contributed to this event) 
1.  Behavior Problems 2.  Conflicting Assignments 3.  Different shift/ET/OT or AMAP Float 
4.  Distraction 5.  Consumer away from site 6   Order confusing 
7.  Medical Emergencies 8.  New Assignment  9.  Not enough time 
10. Other:       
 
  
RN Notification (ASAP):       Date:       Time:       
HCP/Doctor notification (if directed):       Date:       Time:       
Supervisor notification (if directed):       Date:       Time:       
Family/Guardian notification (If directed):       Date:       Time:       
 

SECTION II INTERVENTION – TO BE COMPLETED BY SUPERVISING NURSE 
What care, was provided to the individual and what, if any, corrective action was done with staff: 

      
 

 

• *Continue corrective action comments on the back 
 

Was an incident Report filed?  Yes    No  

*A reportable incident occurs when a person served is evidencing a marked 
adverse effect or his/her health or welfare is in jeopardy because of the 
medication event,  
 *A Serious reportable incident occurs when the persons health or welfare is so 
compromised as to result in hospital admission 
 

 
Signature of RN ____________________________     TTL__________________________________ 



Consumer DOB PE Labs Eye POD PPD Flu Psych Chest EKG Mamal Gyn PSA Audio Dental

House Name



APPOINTMENT
DR. NAME      
ADDRESS            
PHONE NUMBER

LAST 
VISIT

NEXT       
VISIT      
DUE

SCHEDULED   
APPOINTMENT

Annual PE

OTC Orders

TB Testing

Primary Care Follow-up

Tetanus Booster

Flu Vaccine

Dental

Audiology

Gynecology

Neurology

Podiatry

Psychiatry

Vision

Other

Other

ANNUAL/SEMI ANNUAL REVIEW OF MEDICAL FOLLOW-UP
Name: _________________________________________



OPWDD – Central NY DDSO – Syracuse 
 

ARTICLE 16 CLINIC APPLICATION 
 
 

 
Applicant’s Name:  ___________________________________________________   DOB:  ____________________________________ 
  
TABS #:  _____________________________   Social Security #:  ________________________________________________________ 
 
Address:  ___________________________________________________________ Phone:  (         ) ______________________________ 
 
Medicare #: _______________________________________ Medicaid #: _______________________________________________   
 

 
 
Person completing application/Relationship to applicant:  ___________________________________________________ 
 
Service Coordinator:  _____________________________________  Agency: _____________________________________________ 
 
Address:  ___________________________________________________________________________________________________________ 
 
Phone:  (     ) ____________________________________    Email:  _________________________________________________________ 
 

 
 
Type of Residence (Please check): 
 
 Alone    Parents or member of family  OPWDD/Agency Residence 
 Homeless/Shelter   Family Care Provider   Friends/Housemates 
 DSS/Foster Care   Other (please specify) 
 
Name of Residential Contact/Address/Phone:   
 
_______________________________________________________________________________________________________________________ 
 
Does applicant have a legal guardian?   Yes  (see *** below) No  
 
Name of legal guardian:  _____________________________________________   Phone:  (     ) _____________________________ 
 
Address:  ________________________________________________________  Email: ___________________________________________ 
 
May we contact you with Agency updates and information?   Yes   No   
 
*** If the person has a legal guardian, the guardian must be notified of the referral being made and 
       copies of Guardianship Affidavit must be submitted with referral. 
 
 
 
 



 
Medical Information 
 
Primary Care Physician:  ___________________________________________  Phone:  (      ) _____________________________ 
 
Address:  __________________________________________________________________________________________________________ 
 
Psychiatrist:  ____________________________________________________  Phone:  (      ) _________________________________ 
 
Allergies:  _________________________________________________________________________________________________________  
  
List of medications:  _____________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________  
 
Qualifying Diagnosis:  ___________________________________________ Documentation Present:  Yes      No  
 
Seizure History (include type, frequency, date of last known seizures):  ______________________________  
 
_______________________________________________________________________________________  
 
TB Status ___________________      Record of two negative Mantoux:     Dates __________    __________ 
 
Physical Limitations:  ____________________________________________________________________________________________  
 
Current ISP Date:  ___________________________________ 
 
Is the consumer currently receiving any other Article 16 Clinic services?  Yes    No  
 
If so, ongoing appointments must NOT occur on the same day at two different Article 16 Clinics. 
 
Also, please provide the service, name of agency, address, phone number & contact to avoid duplication 
of service.  __________________________________________________________________________________________________________ 
 
_______________________________________________________________________________________________________________________  
 

 
Services Requested: 
 
  Psychiatry    Occupational Therapy    Nutrition   Audiology  
  Psychology    Speech Language Pathology   Nursing   Physical Therapy 

  
 

Briefly describe the individual’s need for service: 
 
________________________________________________________________________________________  
 
Signature of person completing form:  ___________________________________________  Date: ________________________  
 
Address:  ____________________________________________________________________________________________________________ 



         Topic:  C1534 
          Hours:  1.0 
 

CLINICAL COMPETENCY:  INSULIN ADMINISTRATION 
 

The RN/LPN noted below has completed training in Diabetes and Insulin Administration and 
must now demonstrate clinical competency.  

INSTRUCTIONS 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. Recognizes signs and symptoms of insulin shock. 
 
2. Recognizes signs and symptoms of diabetic coma. 
 
3. Follows facility process to determine current drug 

order. 
 
4. Checks practitioner’s order for glucometer testing 

and reading and reviews need for coverage, if 
indicated. 

 
5. Observes the 5 rights of medication administration. 
 
6. Gathers necessary equipment including alcohol, 

insulin, syringe, and sharps container. 
 
7. Checks concentration & type, expiration date, and 

appearance of insulin.   
 

8. Washes hands  
 

9. Reads label three times before administration. 
 
10. Demonstrates knowledge of site rotation, selecting 

appropriate site for administration. 
 
11. Cleans rubber stopper on the insulin bottle with 

alcohol swab. Let completely dry. Do not blow on 
to speed dry 

 
12. Remove cap from needle, draws air into the 

syringe by retracting plunger to prescribed insulin 
dosage line. 

 
13. Hold insulin bottle steady on tabletop, and push 

needle straight down into rubber cap on the bottle. 
Push down on the plunger to inject air into the 
insulin bottle. 

 

   



 
14. Leave the needle in the bottle and the plunger 

pushed all the way in while you pick up the bottle 
and turn it upside down, the point of the needle 
should be covered by the insulin. Pull the correct 
amount of insulin into the syringe by pulling back 
on the plunger. 

 
15. Check for air bubbles on the inside of the syringe. 

If you see air bubbles, keep the bottle upside down 
and push the plunger until the air goes back into 
the bottle. 

 
16. Removes syringe from bottle and recheck. If you 

need to set the syringe down before injecting, 
recap syringe and place on clean, flat surface until 
ready to inject. 

 
17. Explains procedure to consumer and provides 

privacy. 
 
18. Uses process that identifies the drug up to the point 

of administration. 
 

19. Wash hands and Don gloves 
 
20. Choose injection site with fatty tissue, such as 

back of arm, top and outside of thigh, abdomen 
(except one inch circle around umbilicus), or 
buttocks. It is not required to wipe with alcohol. 

 
21. Gently pinch a fold of skin between thumb and 

forefinger and inject strait in. 
 
22. Push needle through the skin as quickly as you can 

and push the plunger in to inject the insulin. 
 
23. Pull the needle straight out. Activate safety device 

on syringe. Cover injection site with cotton ball or 
gauze for 5-8 seconds. Do Not Rub. 

 
24. Discards syringe/needle in sharps box. Do not 

recap needle. 
 

25. Removes gloves and washes hands. 
 
26. Accurately records administration. 

   

NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 
 



HOT PACK CHECKLIST  3/1/07 

Check HCP order for directions prior to Applying 
Hot Pack (Call RN if unsure of directions) DO 
NOT MICROWAVE 

Name ________________________________________ 

Enter Date              

Enter your initials        

Enter time that hot pack was applied              

Enter time that hot pack was removed        

Check hot pack prior to use and initial that 
no holes or leakage were found OR              
Call RN and do not use hot pack if any leaks or holes are 
found       

Check hot pack after use and initial that no 
holes or leakage were found. OR              
Call RN if any leaks or holes are found.  
DO NOT REPAIR OR REUSE DAMAGED HOT PACK             
Check the indicated skin area prior to hot 
pack and initial that skin color is normal and no 
drainage is visible OR 

      

Call RN If skin area is red, blistered, swollen, draining or 
painful             
Check the indicated skin area after using the 
hot pack and initial that skin color is normal 
and no drainage is visible OR        
Call RN if skin area remains reddened after ________ 

minutes             
Call RN skin is blisters, swollen, draining or painful             
Check consumer after hot pack and initial if 
no changes in condition OR              
Call RN if consumer complains of pain or burning             
Call RN if consumer shows signs of pain or discomfort             
Call RN if there is a change in consciousness             
Call RN if consumer complains of light headedness             

Call RN if consumer has any difficulty breathing             
Call RN if Vomiting occurs more than once per day             
Call RN if refuses scheduled meals             
Call RN if refuses typical drinks             
Initial if no changes or concerns are 
present at this time OR        
Check vital signs if you need to report any changes or 

concerns to the RN:        

1 Check Temperature  and record if needed T:      

2 Check Pulse and record if needed P:      

3 Check Respirations  and record if needed R:      

4 Check Blood Pressure and record if needed BP:      
 



 HOSPITAL DISCHARGE 
 

Review with RN/house director before leaving for hospital discharge. When you arrive at the hospital to pick up an 
individual, be sure to ask the following questions and refer any concerns immediately to the supervising RN prior to the 
actual discharge. 
 

Name:  Staff:  Date:  
 

√ PAPERWORK COMMENTS 
 Ask for copies of all labwork, progress notes, consultation reports, x-rays and 

scan reports and other paperwork as directed by RN  
 

 

 Any restrictions? 
 

 

 Return to day program when? 
 

 

 When the next MD appointment should be? 
 

 

 MOLST  form– retrieve the MOLST form from the hospital record 
No MOLST form, is there a non-hospital DNR order written for discharge? 

 

 Sitter service or staff documentation? 
 

 

 

√ HOW DOES THE PERSON LOOK? COMMENTS 
 Difficulty breathing, O2 sat under 90 on room air, pale or flushed skin. 

 
 No   Yes 

If yes, contact RN 
 No fever for the last 24 hours?  

 
 No   Yes 

If yes, contact RN 
 Last BM, if over 2 days ago, call RN. 

 
 No   Yes 

If yes, contact RN 
 Vomited in last 24 hours? 

 
 No   Yes 

If yes, contact RN 
 Ate or had G-tube feeding today? 

 
 No   Yes 

If no, contact RN 
 When was last meal? 

 
Diet change?   No   Yes  

 Any skin irritation, redness, or breakdown?  Location _________________ 
 

 No   Yes 
If yes, contact RN 

 Ask and check if a nurse took out all IVs (hep locks, PICC lines-unless 
otherwise specified)? 
 

 

 Any dressings on wounds or IV site? 
 

 No   Yes 
If yes, contact RN 

 

√ MEDICATIONS COMMENTS 
 Is there a resume all previous medications order? 

 
 

 Are there any medications changes? 
 

 

 What were the last medications administered today and at what time? 
 

 

 Are there new medications and/or new prescriptions?   
Right person    Right medication     Right dosage    Right time    Right route  >>G or J tube?  

 No   Yes 
Do you have the new prescriptions? 

 

√ EQUIPMENT/MEDS COMMENTS 
 Any medications, adaptive equipment (wheelchair, splints, dining utensils, 

pastime activities)? 
 

 

 



 

Revised 12-18-13 

HOSPITAL REPORT 
RELIGION:        

 
SUPERVISING 
RN:       PHONE:       

 
FAMILY/ADVOCA
TE CONTACT       RELATIONSHIP:       

PHONE #:       ADDRESS:       
 

HOSPITAL:       PHONE:       

FLOOR/ROOM:       ATTENDING 
MD:       

 
ER if 
hospitalized:  yes   no Date:       Time:       

 
ADMISSION 
DATE & TIME:       DISCHARGE 

DATE:        

 
INFORMATION REGARDING DIAGNOSES, CONDITION AND DISCHARGE 
PLANNING:       
 

 

Completed by:       Date:       
 
 Notifications upon admission and discharge and every time there is a significant change in condition. 
            
 E-mail:  (NPC), (NAII) , (HIM),  (HIM),  

 (HIM), Distribution list should also include TTL, direct care supervisors and other team 
clinicians.  
 

NAME:       DATE OF 

BIRTH:       
RESIDENCE 
OR FCH:       PHONE #:       



CNYDSO 412b  9-14-12  
 

 
HEALTH CARE PROGRESS NOTES 
 
  

Name:     
 
 

Date Residence:       
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CNYDSO 730 HEALTH CARE APPOINTMENTS 12/05 
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Head Injury Checklist 1/07

Document All telephone calls to RN/Physician on PRN/HCP notes.

Complete this form every 4 hours for the first 24 
hours or as directed by RN. 

tEnter Date a
tEnter time a 
tEnter your initials a 
tCheck pulse and record a
gCall RN if pulse is < 60 or > 120

tCheck respirations and record a
gCall RN if respirations are < 14 or > 24
gCall 911 if there is difficulty breathing ( is breathing hard, in a 
strange way or needs to sit up or lean forward to breathe)

tCheck blood pressure and record a
gCall RN if pressure (top #) is < 90 or >  160

tCheck mental Status and record a
Enter "No changes" - for this person, or
 "Irritable" - (excessive reponse or excitability),
 "lethargic" - (very drowsy & groggy but can wake up)
 "disorientated" = (unusually confused) AND
gCall 911 if unresponsive or unusually confused
gCall 911 if unable to wake up when sleeping
gCall RN if unusually sleepy or  lethargic
gCall RN if a change in communication skills 
gCall 911 if an unexpected seizure occurs

tMonitor Movement when awake and 
record a

Enter "No changes" -  for this person, OR
gCall RN if falling, or unsteady when walking
gCall RN if unable to grasp objects normally
gCall RN if performs tasks more slowly than usual 

tCheck head-to-toe for changes in 
condition a

Enter "No Changes" if no changes are noted OR
gCall RN if more swelling or bruising is noted to the 
injured area or any new bruising or swelling occurs
gCall RN if bleeding from ears, nose or mouth
gCall RN if any stitched area has more bleeding
gCall RN if any drainage or fluid from the nose is 
observed
gCall RN if any changes in vision are reported or 
observed

tMonitor Pain a
Enter "No Pain" if no pain symptoms are reported or observed  
OR

gCall RN if unexpected headache or neck pain occurs

tMonitor Intake a
Enter "No changes" OR:

gCall RN if Vomiting occurs more than once per day
gCall RN if refuses scheduled meals
gCall RN if refuses typical drinks

Name ________________________________________



        
 

Topic: CLINICAL COMPETENCY:  GLUCAGON PREPARATION 
The RN/LPN noted below has completed training in the Glucagon injection  

INSTRUCTIONS 
The supervising RN at the residence or day program will evaluate this task. The instructor must be 
an RN. The responsibility of the RN will be to determine the appropriate LPN or DA to perform 
this task. The DA will also be in agreement to take on the responsibilities in this role.  
 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. Checks prescribers orders and ensures that the order 
matches the MAR 

 
2. Washes hands 

 
3. Remove and flip-off seal from the bottle of glucagon. 

Wipe rubber stopper on bottle with an alcohol swap. 
 
4. Remove the needle protector from the syringe, and 

inject the entire contents of the syringe into the bottle 
of glucagons. DO NOT REMOVE THE PLASTIC 
CLIP FROM THE SYRINGE. Remove syringe from 
the bottle. 

 
5. Swirl bottle gently until glucagons dissolves 

completely. GLUCAGON SHOULD NOT BE USED 
UNLESS THE SOLUTION IS CLEAR AND OF A 
WATER-LIKE CONSISTENCY. 

        
6. Using the same syringe, hold bottle upside down and, 

making sure the needle tip remains in solution, gently 
withdraw all the solution (1mg mark on syringe) from 
bottle * (see below) 

 
7. The plastic clip on the syringe will prevent the rubber 

stopper from being pulled out of the syringe; however, 
if the plastic plunger rod separates from the rubber 
stopper, simply reinsert the rod by turning it 
clockwise.  

 
* The usual dose is 1mg (1 unit). Refer to site RN for    
   further direction if prescriber’s order is other than 1mg. 

 

   

 
 
 
 



GLUCAGON INJECTION 
The supervising RN at the residence or day program will evaluate this task for one or more 
consumers at the site, at the discretion of the RN. 
 
All items must be checked YES, NO or N/A for attainment of the competency. 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 

1. DON Gloves 
 

2. Cleanse injection site on buttock, arm, or thigh with 
alcohol swab. 

 
3. Insert the needle into the loose tissue under the 

cleansed injection site, and inject all of the glucagons 
solution. If dose is less than 1mg refer to site RN for 
direction.  

 
4. Apply light pressure at the injection site, and withdraw 

the needle. Press an alcohol swab against the injection 
site. 

 
5. Turn the consumer on his or her side to prevent 

aspiration if consumer vomits. 
 

6. If the consumer doesn’t wake up and respond within 
15 minutes call 911 or emergency transport to the 
hospital E.R. as instructed per team process. 

 
7. Remove gloves. 

 
8. Feed the consumer as soon as he/she awakens and is 

able to swallow. Give him/her fast acting sugar such 
as; regular soft drink or orange juice, skim milk. 

 
9. Check blood sugar by doing a finger stick. If B.S. is 

less than 100mg/dl give another 15 gm of instant 
sugar. 

 
10. Follow up with cracker and cheese or a meat 

sandwich. 
 

11. Notify the RN/RN on call immediately for further 
directions.   

 

   

    
NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 



 
 
                   Topic: C1532A  
                               Hours:  1.0 
 

CLINICAL COMPETENCY:  GASTROSTOMY TUBE REPLACEMENT 
 

The RN/LPN noted below has completed training in the G-tube curriculum and must now 
demonstrate clinical competency.  

INSTRUCTIONS 
The supervising RN at the residence or day program will evaluate this task. The instructor must 
be a Certified RN in Gastrostomy tube replacement. The responsibility of the certified RN will 
be to determine the appropriate RN/LPN to perform this task. The LPN will also be in agreement 
to take on the responsibilities in this role.  
 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. At the beginning of the shift, checks order for 
time, rate, amount and type of feeding. 

 
2. Gathers necessary equipment/feeding. 

 
3. Explains all procedures to the consumer and 

provides privacy. 
 

4. Observes G-site for:   
Skin integrity (redness, drainage, 
inflammation, granuloma formation, 
leakage).  

5. Positions consumer in a supine position with head 
slightly elevated. 

 
6. Cleanses G-tube stoma area with soap and water in 

circular motion from stoma about 1-1/2” 
Inches outward. 

        
7. Places a layer of lubricant ½” around the stoma 

site to protect skin from any gastric leaking 
 

8. Places towels around stoma area to aid in 
absorbing any gastric secretions 

 

   

 
 
 
 



INSTRUCTIONS 
 
The supervising RN at the residence or day program will evaluate this task for one or more 
consumers at the site, at the discretion of the RN. 
 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 
 

9. Opens replacement tube package 
 

10. Applies sterile gloves. 
 

11. Inflates balloon with sterile water with the amt. to 
be used. Observes symmetry of balloon by gently 
rolling it between thumb and index finger. Deflate 
balloon after this check is done. Leave sterile 
water in syringe. 

 
12. Lubricates tip of G-tube with generous amount of 

water soluble solution such as K-Y lubrication. 
Applies small amount of lubricant at stoma site.  

 
13. Places plug in the end of the replacement tube and 

place on the inner service of sterile replacement 
tube package. 

 
14. Withdraws solution from the balloon of the old 

tube (tube that will be replaced). If balloon does 
not deflate, refer to placement complication guide. 

 
15. Gently removes old tube. May use gentle pressure  

to aid in the removal, but never use force. Tube 
should come free from stoma with gentle pulling. 
If unable to remove, replaces solution in balloon 
and refers to the physician/health care provider.   

 
16. Once non-functional tube is removed, acts quickly 

to insert new tube, reducing leakage of gastric 
secretions from stoma site. 

 
 

   



 
17. Gently guide lubricated tube through stoma and 

into stomach (aprox. 1-1-1/2 inch on children and 
2-4 inches on adults). Be cognizant of adipose 
tissue and position of balloon in relation to tip of 
tube.  

 
Replacement tubes should easily advance through 
the stoma/tract into the stomach. If resistance, 
bleeding or any difficulty is encountered, stop the 
procedure and notifies the health care provider.  

 
18. Inflates the balloon while holding tube in place. 
 
19. Withdraws the tube until slight tension is felt from 

the balloon coming up against the stomach wall. 
 
20. Slides external bumper/disc, secure-lok or baby 

bottle nipple down toward stoma to maintain 
tension. Does not apply excessive tension. 

 
21. Leaves stoma open to the air. Cleanses stoma site 

with mild soap and water QD and prn, pat site 
completely dry. If site becomes reddened, 
inflamed, excoriated or has excessive drainage, 
consults health care provider for treatment.  

 
22. Verifies tube placement and patency: 

 
- aspirates and note amount and type of 

aspirate. Returns aspirate to stomach unless 
there is an excessive amount or other 
concern.  

- Instills small amount of air (aprox. 5cc) 
and listens for air entering stomach with 
stethoscope.  

 
23. Documentation should include: 

Date/time, replaced tube size and type, amount of 
balloon inflation, stoma assessment, description of 
aspirate, placement and patency check, reason for 
replacement, how the consumer tolerated the 
procedure, any complications, full signature and 
title of the nurse. 

   

NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 
 



 
 
          Topic:  C1537 
          Hours:  1.0 
 

CLINICAL COMPETENCY:  GASTROSTOMY FEEDING 
PART I 

 
The RN/LPN noted below has completed training in the G-tube curriculum and must now 
demonstrate clinical competency.  

INSTRUCTIONS 
 
The supervising RN at the residence or day program will evaluate this task for one or more 
consumers at the site, at the discretion of the RN. 
 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. At the beginning of the shift, checks order for 
time, rate, amount and type of feeding. 

 
2. Gathers necessary equipment/feeding. 

 
3. Explains all procedures to the consumer and 

provides privacy. 
 

4. Observes for:   
skin condition at the site 
bowel sounds/patterns 
abdominal distention 
abdominal pain/tenderness 

 
5. Checks for placement. 
 
6. Checks for color/amount of residual (if G-tube). 

 
7. Administers feeding appropriately with infection 

control practices in mind. 
 

8. Documents per site protocol. 
 

   

NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 
 
 



CLINICAL COMPETENCY:   
GASTROSTOMY TUBE MED ADMINISTRATION 

PART II 
 

The RN/LPN noted below has completed training in the G-tube curriculum and must now 
demonstrate clinical competency.  

INSTRUCTIONS 
 
The supervising RN at the residence or day program will evaluate this task for one or more 
consumers at the site, at the discretion of the RN. 
 
All items must be checked YES, NO or N/A for attainment of the competency. 
 
All attempts at attainment are to be documented. 
                                                                                                      YES              N/A               NO 
 

1. Follows facility process to determine current 
medication order. 

 
2. Washes hands and follows infection control 

standards throughout. 
 

3. Gathers necessary equipment including syringe, 
tap water, gloves. 

 
4. Explains procedure to consumer and provides 

privacy. 
 
5. Positions consumer with head elevated or as 

prescribed. 
 
6. Examines G-tube site for excoriation, leakage, 

drainage or any signs of infection. 
 

7. Observes the 5 rights of medication administration 
including right consumer, right med, right dosage, 
right time, and right route. 

 
8. Reads the label three times before administration. 
 
9. Pours accurate dosage.  For liquids, properly 

measures using adapta caps or syringes when 
applicable. 

 
10. Uses process that identifies medication up to the 

point of administration. 
 
11. Removes plug and clamp from G-tube. 
 

 

   



 
12. Attaches piston syringe without plunger to G-tube 

and instills 30-60ml of warm water into syringe 
allowing gravity flow  

 
13. Instills medication and allowed gravity flow.  

Places water in med cup that held medication and 
instills, insuring that all med in cup has been 
administered. 

 
14. Flushes with at least 5 ml tap water between all 

medications. 
 
15. Flushes with at least 30-60ml water after all meds 

are given. 
 
16. Detaches piston syringe, replugs and reclamps G-

tube as appropriate. 
 
17. Repositions consumer per plan of care. 
 
18. Cleans or disposes of syringe per established 

protocol. 
 
19. Keeps consumer in upright position for one hour 

following med administration or per plan of care. 
 
20. Records medication administration on 

MAR/Cardex. 
 
21. If controlled drug was administered, documents 

appropriately. 
 
22. Knows desired effects and side effects of 

medications administered. 
 
23. Periodically and/or as indicated, documents 

consumer’s response to drug therapy, information 
about G-tube site. 

 

   

NAME                                      SS #   (last 4 digits)                        TITLE 
 
 
RN EVALUATOR                              SITE                                     DATE 
 
 
 



  Revised:  2/19/2010 
 

MEMO TO:  Registered Nurse 
 
FROM:  HIM Department 
 
DATE: 
 
SUBJECT:  Nursing-Related Documents 
 
The HIM Department recently received nursing-related information on consumer(s) residing in 
your house/one of your houses.  After examination of those documents it was noted that they are 
not part of the consumer’s clinical record.  Due to this, the following documents are being 
returned to you:      
 
 
 ___
 

  Record of Controlled Substance Administered (keep 7 years) 

 ___
 

  Controlled Substance Continuous Count Record (keep 7 years) 

 ___
 

  Cumulative Medication Record – Eastern Region Only   (keep 7 years) 

 ___
 

  Individual Client Drug Record (keep 7 years) 

 ___
 

  Medication Disposal Record (keep 7 years) 

 ___
 

  **Specific Medication Information Sheets (keep 7 years) 

 ___
 

  Drug Information Sheets (keep 7 years) 

         Medication Transfer Record (keep 7 years) 
 

** This does not apply to the Western Region since scripts are taped/stapled to the back  
of the form.  This is the only non-clinical nursing document that will be filed in the 
clinical record due the attachment of a clinical record document. 

  
These forms are tracking and monitoring tools for utilization/administrative purposes and should 
remain on site when the purged consumer clinical record is sent to the HIM Department.   Once 
these documents have reached their retention period they are to be shredded at the site.  Do not 
send them to the HIM Department. 
 
Please note that when a consumer is discharged from the DDSO or expires these documents are 
to be retained on site. 
 
If you have any questions/concerns or would like further clarification, please contact 

. 
 
Thank you for your assistance in this matter. 



 
 
 

 

 
State Operations Office, Region 2 

Mark J. Lankes, Director 
 
 
 Article 16 Clinic at Fairlakes                                                            Article 16 Clinic at Rome 
 6007 Fair Lakes Rd., Suite 400                                                      200 W. Dominick Street 
 E. Syracuse, NY 13057                                                      Rome, NY 13440 
       Phone: (315) 473-2957                                                      Phone: (315) 339-6536 
 Fax: (315) 234-5745                                                      Fax: (315) 281-0080 
 
 
 

 
EXPOSURE TO TUBERCULOSIS (TB) 

Dear parent or guardian of _____________________________________________ , Date of birth 
_____________________, per NYS regulations, I am asking that you inform the Article 16 Clinic staff if 
this child has been exposed to any person who has TB. 
 
If the child has not been exposed to TB up until now, but is exposed in the future, please let us know 
immediately. 
 
If we have no response from you, we will interpret this to mean that the child has not been exposed, 
or that you are not aware
 

 of any exposure. 

Thank you for your help, 
 
Sincerely, 
 
 
_____________________________________________ 

 Director, Article 16/HRBC 
 
 
 
 
Copy received by __________________________________ on _____________________  
    (parent/guardian)    (Date) 
 
 

Developmental Disabilities State Operations Office 2 
Counties Served: Broome, Cayuga, Chenango, Cortland, Delaware, Herkimer, Lewis, Madison, Oneida, Onondaga, Oswego, Otsego, Tioga and Tompkins 

(Broome and Central New York DDSOs) 

 

249 Glenwood Road, Binghamton, NY 13905-1695, TEL: 607-770-0211, FAX: 607-770-8037 
187 Northern Concourse, N. Syracuse, NY 13212, TEL: 315-473-5050, FAX: 315-473-5053 

TTY: 866-933-4889, www.opwdd.ny.gov 

We help people with developmental disabilities live richer lives 

http://www.opwdd.ny.gov/�




















DIABETIC RECORD 
 

 Name:____________________________    Residence:_____________________    C#:_______________    DOB:______________     Month/Year:____________________ 
 

INSULIN ADMINISTRATION DATE 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
 Amt Given                                
 Time                                
 Site                                
 Initial                                

 

INSULIN ADMINISTRATION DATE 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
 Amt Given                                
 Time                                
 Site                                
 Initial                                

 

INSULIN ADMINISTRATION DATE 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
 Amt Given                                
 Time                                
 Site                                
 Initial                                

 

INSULIN ADMINISTRATION DATE 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 
 Amt Given                                
 Time                                
 Site                                
 Initial                                

Blood  
Sugar 

Time                                
Reading                                

Blood  
Sugar 

Time                                
Reading                                

Blood 
Sugar 

Time                                
Reading                                

Blood 
Sugar 

Time                                
Reading                                

 

SLIDING SCALE COVERAGE Site Code Initial Code 
Blood Sugar Range 

 

to 

INSULIN AMT 
 

to 

Blood Sugar Range 
 

to 

INSULIN AMT 
 

to 

1 Left Arm 6 Right Abdomen     
2 Right Arm 7 Left Buttock     
3 Left Leg 8 Right Buttock     

to to to to 
4 Right Leg 9 Left Waist     
5 Left Abdomen 10 Right Waist     

 

RDDSO 552 



CONTROLLED PRESCRIPTION LOG 
 

Name:  ___________________________________________________________       Date-of-Birth:  ___________________________________ 
 
Address:  ____________________________________________________________________________________________________________ 
 
     ____________________________________________________________________________________________________________ 
 
Phone Number:  ____________________________________________________ 
 
Psychologist:   ______________________________________________________     Phone Number:  _________________________________    
 
Support Contact:  __________________________________________    Phone No.:  ___________________  Fax No.:  ___________________ 
 
Medication:  _________________________________________________________________________________________________________ 
 
Special Instructions:  __________________________________________________________________________________________________ 
     
Pharmacy Name/Address:  _____________________________________________________________________________________________ 
               
Pharmacy Phone Number:  __________________________________        Pharmacy Fax Number:  ___________________________________ 
 
  ********ALL PRESCRIPTIONS ARE MAILED DIRECTLY TO THE ABOVE NAMED PHARMACY******** 
 
Prescribing Doctor:    
 
 
Date Rx Written:  _____________    Date Rx Mailed:  _____________  Date Rx Written:  _____________    Date Rx Mailed:  _____________ 
 
Date Rx Written:  _____________    Date Rx Mailed:  _____________  Date Rx Written:  _____________     Date Rx Mailed:  _____________ 
 
Date Rx Written:  _____________    Date Rx Mailed:  _____________  Date Rx Written:  _____________     Date Rx Mailed:  _____________
  
Date Rx Written:  _____________    Date Rx Mailed:  _____________ Date Rx Written:  _____________     Date Rx Mailed:  _____________
  
Date Rx Written:  _____________    Date Rx Mailed:  _____________ Date Rx Written:  _____________     Date Rx Mailed:  _____________ 
 
Date Rx Written:  _____________    Date Rx Mailed:  _____________ Date Rx Written:  _____________     Date Rx Mailed:  _____________
         



 

 

 
DDSO 37   
(1/95) 

                  CONSULTATION REPORT 
NAME:  (Last)      (First)       (MI 
 
                                             

Consulting Service: 
 
      

ADDRESS: 
 
      

ADDRESS:                                PHONE# 
 
                                         

DATE OF BIRTH:                 GENDER: 
 
                                                         

DATE/TIME OF APPOINTMENT: 
 
      

PRESENT MEDICAL CONCERNS/REASON FOR APPOINTMENT: 
      
      
      
      
      
      
      
      
      
ALLERGIES : 
      
PRESENT MEDICATIONS 
      
      
      
      
      
      
      
 
                              
     

Signed  Title  Date 
 

Report (FINDINGS, DIAGNOSIS, RECOMMENDATIONS) 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Signature Date 



 

 

Next Appointment & Time 
 
Reason: 
 
 

 
 
                                                                                                  

 Staff assisting consumer 
 



 

 

 
DDSO 37   
(3/2014) 

                  CONSULTATION REPORT 
NAME:  (Last)      (First)       (MI 
 
                                             

Consulting Service: 
 
      

ADDRESS: 
 
      

ADDRESS:                                PHONE# 
 
                                                    

DATE OF BIRTH:      
                 

GENDER: 
      

WEIGHT: 
      

DATE/TIME OF APPOINTMENT: 
 
      

PRESENT MEDICAL CONCERNS/REASON FOR APPOINTMENT: 
 

      

 
ALLERGIES : 
      
 
PRESENT MEDICATIONS 

            

            

            

            

            

            
        

     

Name, title and date of person completing consult  Name, title and date of person reviewing consult   
 

Report (FINDINGS, DIAGNOSIS, RECOMMENDATIONS, NEW/RE-ORDERED MEDICATIONS): 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Signature Date 



 

 

Next Appointment & Time 
 
Reason  
  
Clinical Notification _________________________ Staff Assisting Individual 

 



Revised 1/13/09 

CNYDSO HEAD INJURY PROTOCOL 

Head, neck or back injuries may be life-threatening and should be 
suspected in the following situations: 

A.     Involved in a significant motor vehicle crash 
B.     Fall from a height greater than standing height 
C.     Any fall while in a wheelchair 
D.     A fall or injury that results in any SIGNALS of possible head, 

neck or back injury including: 
      ♦     Change in consciousness 

♦     Loss of consciousness 
♦     Severe pain or pressure in the head, neck or back 
♦     Tingling, weakness or loss of sensation in extremities 

     ♦     Partial or complete loss of movement in any body part   
             including the hands, fingers, feet or toes 

♦     Depressions on the head or over the neck and back 
♦     Blood or other fluids coming from the ears or nose 
♦     Heavy external bleeding of the head, neck or back 
♦     Seizures following a fall or injury 
♦     Nausea or vomiting following a fall or injury 
♦     Loss of balance following a fall or injury 
♦ Bruising of the head, especially around the eyes and behind the    

ears. 
♦     Slurred speech following a fall or injury 
♦ Report of neck or back pain  
 

      If one or more of the above SIGNALS are present, call 911 and 
provide first aid.   Following evaluation and/or treatment by a Health 
Care Provider notify the supervising RN or RN-On-Call and 
implement the Head Injury Checklist. 

     For soft tissue injuries including injuries to the face, head, neck or 
back which result in bruises or bumps.  Notify the RN or RN-On-Call 
and implement the Head Injury Checklist. 

     Follow behavior management plan guidelines and/or PONS where 
indicated for SIB (self-injurious behavior) to the face, head or neck.  

 



 

 

CNY DSO 
SEIZURE RECORD 

 

Name:       Residence:       Year:       
 

DATE TIME 
STARTED 

TIME 
ENDED 

SIGNIFICANT FACTS 
(Describe changes in consciousness such as “confused”, “unresponsive”, “unconscious”, etc.) 

(Describe physical changes such as  “twitching”, “tremors”, “rigid muscles”, “blank stare”, etc) 
 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

    



 

 

 Article 16 Clinic at Fair Lakes  Article 16 Clinic at Rome 
             6007 Fair Lakes Rd.   Suite 400               200 W. Dominick St. 
             E. Syracuse, NY  13057               Rome, NY 13440 
             (315) 234-5730 x363               (315) 339-6536 x3162 
             Fax:  (315) 234-5745               Fax:  (315) 339-8089 

   
Date: ___________________________ 

RE:    ___________________________ 

DOB: ___________________________ 

 

Dear Primary Care Provider:  _______________________________________________________ 

The Interdisciplinary Team recommends that ______________________________________ 

receive the following services through the Article 16 Clinic:  

______ Psychiatry 

______ Audiology 

______ Physical Therapy 

______ Occupational Therapy 

______ Nutrition 

______ Speech 

______ Psychology 

______ Other___________________________________________________ 

A referral for Article 16 clinic services is needed at the time of the initial 

request and annually thereafter. Please indicate your approval for these 

services by signing below and please return this form by fax to: 

_______________________________. The fax number is: _________________________________. 

 

________________________________________________                  _______________________ 
Primary Care Provider’s Signature                        Date 

Developmental Disabilities State Operations Office 2 
Counties Served: Broome, Cayuga, Chenango, Cortland, Delaware, Herkimer, Lewis, Madison, Oneida, Onondaga, Oswego, Otsego, Tioga and Tompkins 

(Broome and Central New York DDSOs) 

 

249 Glenwood Road, Binghamton, NY 13905-1695, TEL: 607-770-0211, FAX: 607-770-8037 
187 Northern Concourse, N. Syracuse, NY 13212, TEL: 315-473-5050, FAX: 315-473-5053 

TTY: 866-933-4889, www.opwdd.ny.gov 

We help people with developmental disabilities live richer lives 

http://www.opwdd.ny.gov/�


Clinical/Surrogate Breast Examinations 
 
CNY DSO recognizes the importance of preventative health care for all individuals. 
Breast cancer screenings follows the Preventative Health Care Screening Guidelines for 
Individuals Aging with Intellectual. Developmental Disabilities 2009: 
 

“Breast cancer screening- preventative exam: mammogram-Age 40+ with or without Clinical 
Breast Exam every 1-2 years at the discretion of the MD (consider earlier if family history.) For 
women who have a strong family history or are difficult to examine with a mammogram, 
consider genetic testing for the BRAC-A gene.” 
 

Breast cancer facts*: Early breast cancer usually doesn’t cause symptoms. As the tumor grows, it can 
change how the breast looks or feels. The common changes include: 
 
 A lump or thickening in or near the breast or in the underarm area 
 A change in the size or shape of the breast 
 Dimpling or puckering in the skin of the breast 
 A nipple turned inward into the breast 
 Discharge (fluid) from the nipple, especially if it is bloody 
 Scaly,red or swollen skin on the breast, nipple or areola (dark area of skin at the center of the 

breast). The skin may have ridges or pitting so that it looks like the skin of an orange. 
 
Each woman who is capable of self-breast exam should be taught by an MD, NP or 
other experienced clinical staff. The supervising RN should check periodically to ensure 
that these self breast exams are being done and there are no positive findings. 
 
A clinical breast exam is performed by an MD, NP or other experienced clinical staff. 
This involves looking at and feeling the breast and underarms for any changes or 
abnormalities (such as a lump). Breasts should be checked while the woman is sitting up 
and lying down. 
 
Surrogate breast exams are exams done by trained RNs or LPNs. It is important to 
perform these monthly exams about the same date each month and to record any findings. 
Positive findings of potential breast cancer should be promptly referred to a clinician. 
Surrogate breast exam training is provided by CNY DSO Nurse Practitioners. 
 
Ultrasounds in place of a mammogram for individuals who are unable to have a 
mammogram are NOT routinely clinically indicated. Each case should be individually 
considered by the practitioner.  
 
Alternatives when mammography is not possible: 
 
1-  2 clinical breast exams performed (at the annual exam and at the annual GYN exam) 
 
2-  a surrogate breast exam is performed monthly.  
 
 
*from Medicinenet.com 
12/2010 
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TOPIC:  H1456               CLINICAL 

MEDICATION ADMINISTRATION COMPETENCY CHECKLIST 
 
NAME:  _____________________________________    SITE:  _________________________________    SS# __________________________ 

                                                                                                                                                                             Last 4 digits 
For initial certification only 

 
FINAL DATE MED COURSE:  ____________________________     TEST MARKS:  1)  ________     2)  _________ 
 
CLINICAL DATES:  1)  ________       2)  ________        3)  _________ 
 

INITIAL CERTIFICATION/RECERTIFICATIONS 
 

I have reviewed the components of the medication competency checklist with this RN and understand the Central New York DSO  
Medication Policies and Procedures. I am comfortable and confident in the administration of Medications at this/these residence(s). 

Date Staff   Signature RN Signature Residence(s) 
    
    
    
    
    
    
    
    
    

  
 

INSTRUCTIONS 
Clinical evaluations must be successfully completed for initial and annual AMAP certification. The clinical evaluations shall take place during a regularly scheduled time for medication 
administration and shall include medication passes for all consumers scheduled to receive medications at that time at the location where the staff is permanently assigned. The R.N. shall document 
ongoing medication administration observations on this form. The original document is to be kept by the supervising RN.  If an AMAP transfers to a new site, the form must be forwarded to the new 
supervising RN. 
 
Initial Certification: 
The staff must complete three errorless clinical evaluations to complete the AMAP certification process. Following the successful completion of the clinical evaluations, a copy of the entire 
document
Recertification: 

 and the 811 is sent to Staff Development.  

During annual recertification, the AMAP must complete one errorless medication administration evaluation to be recertified as an AMAP.  A copy of the 811 is sent to Staff Development. 



CNYDSO 490        6/11/03 

        2 

 
             

Key 
√ Staff competency 
INC Unable to attain competency 
REV Reviewed information 

Dates:          
Site:          
Security:          
Keys on person or in locked box. 
 

         

Medication cabinet and room 
locked when out of area. 

         

Does not leave medications 
unattended. 

         

Preparation:          
Washes hands and ensure clean 
work area. 

         

Concentrates entire attention on 
preparing and administering 
medications—does not allow self 
to be distracted. 

         

Assembles necessary 
equipment/supplies for medication 
administration. 

         

Follows protocol for the counting 
and documentation of controlled 
substances.  

         

Follows facility process to 
determine current medication 
orders. 

         

Knows desired effects and side 
effects of medication administered. 

         

If staff attains the competency, the R.N. will √ the box; if staff is unable to attain the 
competency, the R.N. will place an Inc. (Unable to attain competency) in the box.  If any 
items do not apply to medication administration at the site, the R.N. will place a Rev in 
the box and review the information with the staff person.    



CNYDSO 490        6/11/03 

        3 

 
Dates:          
Site:          
Knows skill level of consumer’s 
self-medication status and supports 
needed for medication 
administration. 

         

Checks for drug allergies.          

Vital signs checked and 
documented as indicated. 

         

Administers medications with 
consideration for dietary and fluid 
requirements. 

         

ADMINISTRATION:          
Read medication from record and 
compare to pharmacy label. 

• When removing from 
medication cabinet 

• Before pouring the 
medication 

• Before returning the 
medication to the cupboard. 

         

Pours accurate dose of medication 
• Liquids 
• Tablets/capsules  - adequate 

liquids administered as part 
of the process 

• Sublingual 
• Inhalation 
• Instillation 
• Topical 
• Transdermal 
• Suppository – 

(vaginal)/(rectal) 

 
_______ 
 
 
_______ 
_______ 
_______ 
_______ 
_______ 
_______ 
 
_______ 
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Dates:          
Site:          
Pours and administers medication 
and documents administration for 
one consumer at a time.  

         

Utilizes  the 5 rights for 
administration. 
  Right consumer 
  Right medication 
  Right dosage            
  Right time/ frequency 
  Right route 

         

Shows positive regard for 
consumer during medication 
administration process—explains 
procedure to consumer. 

         

Ensures consumer is in upright 
position unless otherwise indicated. 

         

Remains with consumer until after 
oral medication is taken and 
ensures that consumer has 
swallowed medications. 

         

After administration, documents 
initials immediately on the MAR.  
Legend to include signature and 
job title.   

         

When applicable, completes the 
record of controlled substances. 
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Dates:          
Site:          
Describes process for reporting to 
R.N. if medications cannot be 
administered as prescribed. 

         

Washes hands between consumers.          
Cleans medication area and 
resupplies the area as necessary. 

         

Describes and/or documents the 
process for disposal of 
contaminated medications. 

         
 
 
 

Describes and/or documents the 
process for receiving medications 
from the pharmacy. 

         

Is knowledgeable regarding storage 
requirements for medications. 

         

OBSERVATION AND  REPORTING         
Reviewed signs and symptoms of 
illness specific to consumers at that 
site. 

         

Reviewed processes to notify RN 
of signs and symptoms of illness. 

         

Reviewed RN on-call system.          
Reviewed procedure/protocol for 
PRN medication. 

         

Reviewed updates on medications 
and updates on policy 

         

Reviewed plans of nursing service.          
DATE/COMMENTS:____________________________________________________________________________________________________

______________________________________________________________________________________________________________________ 



 

 

   
 

Article 16 Clinic 
  6007 Fairlakes Road   Suite400 
  E. Syracuse, NY  13057 
  (315) 234-5730 X363 
  Fax:  (315) 234-5745 

 
 
Date: ___________________________ 

RE:    ___________________________ 

DOB: ___________________________ 
 

To Whom It May Concern: 

 

Due to recent changes in the Article 16 Clinic procedures, we now require a physician’s referral for 
any services that are provided through the clinic.  Attached is our referral request form that is marked 
for all of the services that have been requested and are provided or will be provided for the individual 
you serve.  Please have the primary care physician sign the form and return to the Clinic so we can 
begin or continue to provide services to the individual.   

A referral form will be required on annual basis so it is recommended that the continued need for 
each of these services be reviewed at the time of the ISP review.  

Thank you for your prompt attention to this matter and your continued assistance in meeting the 
needs of the individuals we serve. 

 

Sincerely, 

 

 

Article 16 Clinic Treatment Coordinator 

 

Developmental Disabilities State Operations Office 2 
Counties Served: Broome, Cayuga, Chenango, Cortland, Delaware, Herkimer, Lewis, Madison, Oneida, Onondaga, Oswego, Otsego, Tioga and Tompkins 

(Broome and Central New York DDSOs) 

 

249 Glenwood Road, Binghamton, NY 13905-1695, TEL: 607-770-0211, FAX: 607-770-8037 
187 Northern Concourse, N. Syracuse, NY 13212, TEL: 315-473-5050, FAX: 315-473-5053 

TTY: 866-933-4889, www.opwdd.ny.gov 

We help people with developmental disabilities live richer lives 

http://www.opwdd.ny.gov/�












CHOKING PREVENTION TRAINING LINK 

 

http://www.opwdd.ny.gov/node/1948  

http://www.opwdd.ny.gov/node/1948�




























































CNY DSO 752 

Revised 2/11 

CENTRAL NEW YORK DSO 

 
BOWEL ELIMINATION RECORD 

 
 
 
 

 
 
 
 
 
 
 BM #1 BM #2 BM #3 
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18                
19                
20                
21                
22                
23                
24                
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27                
28                
29                
30                
31                
 

Name 
 
Month: 
 

Year: 

 
 

Legend 
Size Consistency 

Extra Large X Hard H 
Large Lg Soft S 
Medium M Watery W 
Small S Loose L 
 Complete for all individuals as indicated by RN. 

If individual is independent in toileting, RN will direct BM 
recording of signs of constipation per Bowel Elimination 
Protocol. 

Date of Last BM from Previous Month: 



Bowel Elimination Record                                                               Page 2 
  STAFF LEGEND       STAFF LEGEND 
Full Name Initials  Full Name Initials 
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Central New York Developmental Disabilities State Operations Office 
 

Article 16 Clinic 
 

 
RECEIPT OF BILL OF RIGHTS 

 
 
 
 
 
 
 
I have received a copy of the CNY DDSOO’s Article 16 Clinic Bill of Rights. 
 
 
 
Individual’s Name:  __________________________________ TABS#__________ 
 
Signature:  __________________________________________ 
 
 
 
 
 
 
If the individual is unable to sign, please provide a signature and the relationship of the 
person that received and reviewed the Bill of Rights with the above individual. 
 
 
 
Signature:  ________________________________________ 
 
Relationship:  _____________________________________ 





Central New York Developmental Services Office

Name: Residence:

Date Time Reading Date Time Reading Date Time

Blood Sugar Data



 

Reading



CNYDSO 400 ADVERSE DRUG EXPERIENCE HISTORY 8/2013 

 

 
Name:       Residence:       

Date of Birth:       Allergies:       

Start Date 
 

Medication, Dose, Freq. 
 

Purpose of Drug 
 

D/C Date 
 

Reason For D/C 
 

                              

                              

                              

                              

                              

                              

                              

                              

                              

                              

                              

                              

                              

                              

 



Audiology Reschedule 

 

 

____________________________ was scheduled for an audiology appointment on  

___________________ at _______________.  The appointment was  

(changed, cancelled/rescheduled, No Call No Show).   

The appointment was rescheduled for  

_________________________ at _____________________. 

 

 

Date_________________ Signature_____________________________  



Article 16 Service Request:  Enroll/Add/Delete 
  

G:>cny>Article16>00-Current>Article 16 Forms>Art 16 Intake Packet>Article 16 Service Request   Revised 05/2014 

TO:      OPWDD Region 2 Article 16 Clinic – CNY DDSOO    (    ) at Fair Lakes        (    ) at Rome 
FROM:  MSC/QIDP:  Phone:  Agency: 
RE:   Individual Name: Residence: 

 
SECTION 1 A
As the Medicaid Service Coordinator for this individual, I have determined in conjunction with other members of the individual’s treatment 
team and primary medical practitioner that an unmet clinical need exists or may exist for this individual.                                           

:   ENROLL IN CLINIC OR ADD A SERVICE:         INITIAL SERVICE(S)       ADD SERVICE(S) 

Service Presenting Problem Clinic Site/Location 
1.    
2.    
3.    

 
SECTION 1B
As the Medicaid Service Coordinator for this individual, I have determined in conjunction with other members of the individual’s treatment 
team, individual/collateral, as well as the primary medical practitioner that the following Article 16 Clinic services be discontinued/deleted. 

:   DELETE A SERVICE OR DISCHARGE FROM CLINIC           DELETE SERVICE(S)          DISCHARGE FROM CLINIC 

Service Reason for Deletion/Discharge Clinic Site/Location 
1.    
2.    
3.    

 
SECTION 2
A) I understand that the Article 16 Clinic is the provider of last resort and I have made a good faith effort to identify providers in the 

community without success. 

:   MSC or Referring Party STATEMENT 

B) I understand that in most circumstances, Article 16 Clinics are not able to provide duplicate services and that the service(s) requested 
is(are) not already provided to this individual elsewhere. If it is currently provided elsewhere, it will be indicated on the BRM-CL 627 form. 

C) I understand that enrollment in Article 16 programs requires that all elements of participation be adhered to in order for an appropriate 
authorization of these Medicaid Services. Understanding this: 
•  I am providing all required forms and documentation as is required by Article 16 procedures to meet Part 679 regulations. 
• When missing information/documentation is discovered or regulatory or programmatic requirements change, upon notification, I will 

provide all required forms, documentation, or other information within requested times frames. 
• I understand that lack of compliance with these elements of participation may result in termination from Article 16 services. 

 
MSC or Referring Party SIGNATURE____________________________________________________________ Date_____________________ 
 
SECTION 3:   CHECKLIST for DOCUMENTATION REQUIRED* from MSC or REFERRING PARTY 

*Initial/New Service Add a Service Delete Service 
 Article 16 Application   
 Primary Care Practitioner Referral  Primary Care Practitioner 

Referral 
 Termination note or ISP 

Addendum ** 
 Copy of DDP-2 (within last 2 yrs and reflecting current 

status) 
 Pertinent assessments  

 Copy of DDP-4 (reflecting the identified service need)  Allergies List (updated)  
 Copy of ISP or PISP and/or ISP addendum reflecting 

the presenting problem/need. Include IPOP/Behavior 
Plan. If individual does not have an ISP, substitute 
with a CFA, IFSP, or IEP. 

 Copy of ISP and/or ISP 
addendum reflecting the 
presenting problem/need  

 

 Pertinent assessments    
 Most Recent Annual Physical Exam   
 Allergies List   
 Proof of Negative PPD test or Statement with Reason 

for Lack of Documentation 
  

 Proof of Eligibility: At least ONE of the following   
(listed in order of preference):   completed IPP4, 
Letter of Eligibility, NOD, DDP2, TABS CR4 (Master 
Individual Hx) 

 

 Bill of Rights Receipt   
 Privacy Practice Acknowledgement   
 Insurance Cards (copy)   

 
*Additional information may be required once the original application packet is reviewed 
** Clinic must have a written statement from MSC agency indicating why service is no longer needed 



IMMUNIZATIONS Frequency Date of Last Date Due - Provider Comments/Notes
Hep B Series Per Protocol  

Site: Tetanus/Dipth 10 years
2 step PPD Within 1 year 1 Date of step 2:

Date Of Birth: Influenza Annual
Pnuemonia
Pertussis

APPOINTMENT Frequency Date of last Next Appt Appt made Doctor/provider Comments/Notes
Primary Physician Various
Physical Exam Annual
Dentist 6 Months
Audiology Per MD order
Eye (vision) Q2Y / PRN
Gynecology Annual
Neurology PRN
Psychiatry 6-12 Months
Cardio PRN
GI PRN
Podiatry Q3M / PRN
Other
RADIOLOGY
Colonoscopy Age 50/PRN
Bone Density (Osteo Eval) Per MD order
Chest X-ray Per MD order
EKG
Mammogram (Female) Annual/PRN
Pap Smear (Female)  
Breasts Exam (Female) Annual/PRN
Other
LABS    
CBC Per MD order
Chemistry Per MD order
Lipids Per MD order
LFT Per Protocol
HgA1c 3 months
TSH Per Protocol
Other  

Appointments
Name:

Allergies



Affirmation of Medication Administration by Shift Assigned ("Floated") Staff.

Note: This form is to be kept with the Medication Administration Records

Revised  6/03

The AMAP who is shift assigned ("floated") to administer medication must complete these steps before administering medication:
1  Review the MARs, and the consumer specific information, (with the off-going AMAP or LPN if available)  
2  If you still have questions, or are uncomfortable with administering a particular medication, call the RN/RN-On-Call 
    to discuss your concerns prior to medication administration 
3  Sign the form below, indicating that you have reviewed the medications, had any question answered,  
    and are comfortable and confident in the administration of medication

Date Time

I have reviewed the MARs, and the consumer 
specific medication information, and contacted the 

RN/RN-On-Call, (if needed, to answer any 
questions regarding medication administration), 

and am comfortable and confident in the 
administration of medication.               Signature            

I have contacted the RN/RN-On-Call if I had any 
questions regarding medication administration or if 
I was uncomfortable  with administering a particular 

medication.

I have reviewed the MARs and consumer specific 
medication information with the shift assigned staff 

or write "No AMAP/LPN available" if AMAP 
reviewed the information alone.                           

This form is to be completed by the AMAP who is shift assigned ("floated") to administer medication at a location other than their permanently 
assigned work locations when there is no permanently assigned AMAP/LPN available to administer medications at that location. 

Enter name of RN or  "No questions" Off-going AMAP/LPN Signature 



 
 
Name________________________________       DOB________________        TABS#_______________ 
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Allergies 

 

 

None Known     
 

Yes 

 
1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

            

 

 



ABNORMAL INVOLUNTARY MOVEMENT SCALE (AIMS)
Patient’s Name (Please print) _____________________________________________ Patient’s ID information _______________________

Examiner’s Name ____________________________________________________________________________________________________

CURRENT MEDICATIONS AND TOTAL MG/DAY

Medication #1 _______________________Total mg/Day _________ Medication #2 _______________________Total mg/Day _________

INSTRUCTIONS: COMPLETE THE EXAMINATION PROCEDURE BEFORE ENTERING THESE RATINGS.

Facial and Oral Movements
1. Muscles of Facial Expression eg, movements of forehead, eyebrows, ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

periorbital area, cheeks; include frowning, blinking, smiling, grimacing
2. Lips and Perioral Area ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

eg, puckering, pouting, smacking
3. Jaw eg, biting, clenching, chewing, mouth opening, lateral movement ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

4. Tongue ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

Rate only increases in movement both in and out of mouth, 
NOT inability to sustain movement

Extremity Movements
5. Upper (arms, wrists, hands, fingers) ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

Include choreic movements (ie, rapid, objectively purposeless, 
irregular, spontaneous); athetoid movements (ie, slow, irregular, complex, 
serpentine). DO NOT include tremor (ie, repetitive, regular, rhythmic). 

6. Lower (legs, knees, ankles, toes) ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

eg, lateral knee movement, foot tapping, heel dropping, foot squirming, 
inversion and eversion of foot

Trunk Movements
7. Neck, shoulders, hips ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

eg, rocking, twisting, squirming, pelvic gyrations

SCORING:
• Score the highest amplitude or frequency in a movement on the 0-4 scale, not the average;
• Score Activated Movements the same way; do not lower those numbers as was proposed at one time;
• A POSITIVE AIMS EXAMINATION IS A SCORE OF 2 IN TWO OR MORE MOVEMENTS or 

a SCORE OF 3 OR 4 IN A SINGLE MOVEMENT
• Do not sum the scores: e.g. a patient who has scores 1 in four movements DOES NOT have a positive AIMS score of 4.

Overall Severity
8. Severity of abnormal movements ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

9. Incapacitation due to abnormal movements ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

10. Patient's awareness of abnormal movements (rate only patient's report) ■■  0 ■■  1 ■■  2 ■■  3 ■■  4

Dental Status
11. Current problems with teeth and/or dentures? ■■ ■■

12. Does patient usually wear dentures? ■■ ■■

Comments: ________________________________________________________________________________________________________

Examiner's Signature ___________________________________________________________ Next Exam Date_______________________

Guy W: ECDEU Assessment Manual for Psychopharmacology - Revised (DHEW Publ No ADM 76-338), US Department of Health, Education, and Welfare; 1976
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