WEEKLY SUMMARY OF SIGNIFICANT OBSERVATIONS AND GLOBAL FUNCTIONING

By Lead Staff

REGIONAL CALL CENTER

Northern Nevada   775-352-4110
TOLL FREE    1-866-333-0979


DIRECTIONS: Complete your weekly report by following this template. Use all the information that is available to you, (Sig. Obs., Com. Log, Formal program goals, Incident Reports, Dr. Appts, interviews and conversations with the person and other anecdotal records.)
MY NAME IS______________MY POSITION IS______________MY SUPERVISOR IS_________

I AM REPORTING ON BEHALF OF______________FOR THE WEEK OF: (month/day to month/day)
I AM RATING _____________________’S GLOBAL FUNCTIONING AS_____________________________

1-POOR/critical     2-CONCERNED     3-GOOD/NORMAL     4-THRIVING/meeting outcomes     

5-EXCEPTIONAL-major event/experience
WHAT IS THE REASON FOR THIS RATING?   ____________________

HOW MANY TIMES WAS EACH IPP GOAL RUN or OBSERVED THIS WEEK?  
(State the goals as listed in the persons IPP)


GOAL 1: Example- Oral Hygiene


7

GOAL 2: Example- Medication Management

3


GOAL 3: Example- Money Management

6


GOAL 4: Example- Cooking Skills


2


GOAL 5: Example- Social Skills


5

WHAT TYPES OF PROMPTS DOES THE PERSON RESPOND TO BEST? (Verbal, gesture, physical)



Other: ____________

 WHAT WERE THE OBSERVABLE POSITIVE BEHAVIORS THIS WEEK?

            How many times did this occur?     What were the circumstances?    What were the consequences? 

WHAT WERE THE PROBLEM BEHAVIORS THIS WEEK?

WHAT WAS THE SETTING EVENT? (What set up the event before the trigger?)
WHAT WAS THE TRIGGER? (What happened just before the behavior occurred?) “The last straw”

IS THERE A FORMAL SUPPORT PLAN IN PLACE? (Written strategies/BMP?)

WAS IT FOLLOWED?

DID IT WORK?

DIETARY SUMMARY FOR THE WEEK (7 day average of food intake)

100%

80%

60%

40%

20%

0%

WAS THERE A SIGNIFICANT CHANGE IN THE PERSON’S HEALTH AND WELLNESS STATUS THIS WEEK?

DID THE PERSON HAVE ANY MEDICAL OR DENTAL APPOINTMENTS THIS WEEK?

Name of Attending Physician___________________ Presenting Problem: __________________________________

Recommendations: _________________________________________

Prescribed Medications: _________________________________________

INCIDENT REPORT SUMMARY:
Name of Operation: (Carson City, Reno, Las Vegas, Hawthorne, Elko)
Reported By: _____________Date of Incident: ___________Time of Incident: ____________Time Reported: _________

INCIDENT TYPE: 

(Behavior- Client to Client- Client to Staff- Staff to Client- Critical- Health & Wellness- Injury- Other)
BRIEF DESCRIPTION OF INCIDENT: (What happened?)_________________________________________

COMMUNICATION LOG SUMMARY: (Employment, vocational, community based services):________________​​​

ADDITIONAL COMMENTS AND OBSERVATIONS: _____________________________________________________
OMS CALL CENTER AND USERS GUIDE: (June 2005 revision) blue form


