DDSD DECISION CONSULTATION FORM

Date of Meeting:      

Date Decision Related ISP Revisions Completed:      
Recommendation Being Considered:      
Risks, Benefits and Alternatives Discussed:      
Additional Information Needed? ‡ 
No  FORMCHECKBOX 


Yes  FORMCHECKBOX 
 
 If yes, when will team reconvene to discuss new information:      
	Information Needed
	Source of Information

(Where will we get the information)
	Person(s) Responsible to Obtain Information
	Timeline

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Decision:      
Action Plan to Implement Decision
	Action Step
	Person(s) Responsible
	Timeline

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Date of Meeting     
Meeting Participants
	Name (Printed) & Role on Team
	Signature 

(Indicate “by phone” if applicable)
	Contact Information

(email, phone #)

	Clinical/Medical Consultant(s):      

	
	     

	Individual:      

	
	     

	Guardian/Health Decision Maker:       

(if applicable)
	
	     

	Case Manager:      

	
	     

	Other:  (give role/title)
     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     


‡ Possible sources of consultation or additional information include:  Individual’s physician(s) and/or therapists, getting a second opinion, Continuum of Care Project or Health Decisions Resource team (505-925-2350), Transdisciplinary Evaluation and Support Clinic (505-272-5158), DDSD Regional Office (e.g. nurses and/or behavior support specialist), local hospital ethics committee, DDSD Clinical Services Bureau (505-841-2948).
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