
OKINAWA DISTRICT

MEDICAL EVALUATION RELATED TO BEHAVIOR CONCERNS

REFERRAL PROCESS

Understanding and Responsibilities:
1.
Each school will identify a Medical Evaluation Contact Person who is knowledgeable about medical issues and is active in programming for students who have behavior concerns.  The Contact Person will be responsible for ensuring that each step of the referral process is completed and documented, consulting with parents, teachers and other professionals regarding Medically Related Behavioral Concerns, submitting appropriate referrals to the Medical Treatment Facility (MTF) clinic, and monitoring the progress of students.  The creation of a Medically Related Behavioral Concerns Intervention Team or the use of an existing Teacher/Student Assistance Team would be helpful in ensuring all steps are taken prior to referral to the MTF.    

2.
Referral to the MTF is made only after appropriate intervention strategies have been initiated within the regular education program.  If the student continues to demonstrate difficulties after the implementation of problem specific, collaborative interventions, a referral for suspected medically related behavioral concerns would be appropriate.

3.
If a student has noticeable learning problems that are expected to continue despite the presence or absence of a medically related condition, a joint referral for a medically related condition and special education may be appropriate.

4.
All Medically Related Behavioral Concerns referrals will be submitted to the MTF by the school’s Contact Person who will critically review the packet of information for accuracy and completion.

5.
A log of all Medically Related Behavioral Concerns referrals, containing dates referrals are sent, results received, and outcomes, is maintained by the school’s Contact Person.

Referral Procedures:
1.
Teacher observes inattention, impulsivity, easy distractibility, over activity, and/or poor rule-governed behavior (e.g., sustained compliance, self control, and problem solving).   

There must be evidence of clinically significant impairment in social and/or academic functioning.  In order for medically related behavioral concerns to have a clinically significant impairment on academic functioning, it must adversely affect the child's educational performance to a significantly greater degree than "normal" students' behavior affects their educational performance.

2.
Classroom teacher conferences with parents to discuss noted behaviors and develop collaborative strategies to be employed in the school setting and, if needed, also in the home to resolve problematic behaviors. 

3.
Teacher documents four weeks of implementing at least two behavioral modification strategies to modify the child’s inappropriate behaviors, the techniques used, and the results.  This documentation is summarized on the “Summary Report For Behavior Management Plan.  If attempts to modify the child’s behaviors are unsuccessful, teacher notifies parent(s) that she/he feels the child should be referred to the medical treatment facility for an evaluation of possible medically related behavioral concerns.  

4.
Teacher confers with the school’s Contact Person and

a.  Picks up the Medical Referral Packet Forms for Teacher and Parent(s)

b.  Completes and returns the Teacher Forms:

1. Behavior checklist

2. Summary Report for Behavior Management Plan

3. Review of Educational Performance (including system-wide assessments and other available assessment reports)

4. Copy of the SD Form 600 (DoDDS Student Registration Form) from 901 File


c.  Teacher gives Parent Forms to parent(s):

1. Memorandum for Parents (Permission to assess)

2. Behavior checklist

3. Social/Family Medical History

6.
Nurse completes the Vision / Hearing Screening information on the Medically Related Behavioral Concerns Referral Process Checklist (no need for separate form).

7.
When parents return the “Memorandum for Parents (permission to assess)”, the school’s Contact Person informs the school counselor and the counselor completes the “Summary Report of Achievement Assessment.”  The use of the Wide Range Achievement Test III (WRAT III) as a screening instrument is felt to provide more information to physicians.  If there is an individual achievement assessment in the child’s records and the teacher agrees that the information appears to be accurate, the previous assessment will meet this requirement.  A current intellectual screening may be completed but is not required.  

8.
When information from teacher, counselor, parent(s), and nurse has been completed, the Contact Person copies the packet for the school’s record, and sends the original to the appropriate clinic.  The referral is entered into the Medically Related Behavioral Concerns referral log.

9.
  The school’s Contact Person will monitor the progress of all referrals for evaluation. The MTF will make every attempt to complete the medical evaluation within 2 to 4 weeks from the time of receipt of the referral.

10.
At the completion of the medical evaluation, a  “ Medical Evaluation Follow-Up Report” will be completed by the physician and returned to the school.  If the physician recommends further assessment and/or referral to the Case Study Committee (CSC) for special education consideration, a brief explanation should be recorded on the follow-up report.  Any individual making a CSC referral, including physicians, should be invited to the referral meeting to participate in discussion and resolution.  Please note, however, not all students receiving a diagnosis require or are entitled to special education intervention.

11.
If a student continues to demonstrate learning and/or behavioral difficulties after the implementation of problem-specific collaborative interventions, a referral to the Case Study Committee may be warranted.  
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Student exhibits inattention, impulsivity, overactivity, and/or poor rule-governed behavior.

Teacher confers with the parent to discuss  behaviors and to develop collaborative 

strategies.  Teacher will likely also confer with Student Assistance Team or other staff 

members  to resolve the behavior problem with collaborative strategies.

The first strategy is implemented and 

data is collected for a period of two weeks.

The problem behaviors 

diminish and disappear.

No further action is 

needed.  The referral 

process ends.

The problem behaviors continue.

  The second behavior strategy is 

implemented and data is collected for 

a period of two weeks.

The problem behaviors continue 

despite four weeks of two 

different documented intervention 

strategies.

It is now appropriate for a teacher to pick up the Teacher 

and Parent Medical Referral Forms from the Medical 

Referral Contact Person at the school.
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The teacher picks up the Medical Referral Form for the Teacher and for the Parents from the 

Medical Referral Contact Person at the school. The teacher completes/collects items 1,2,3,4, 5 and returns 

them to the Contact Person.

1.  Teacher gives Parent Forms to parent(s).   Parent forms include:

     

a.  Memorandum for Parents (Permission to Assess) 

    

b.  Behavior checklist

     

c.  Behavior Evaluation Parent Questionneer

2.  Behavior checklist

3.  Summary Report of Behavior Management Plan

4.  Review of Educational Performance (including system-wide assessments and other available

 

     assessment reports from other sources, possibly CSC)

5.  Copy of the SD Form 600 (DoDDS Student Registration Form) from the 901 File

 

If the Contact Person is not the school nurse, he/she informs the school nurse of the referral and requests a 

vision/hearing screening.

The school nurse completes the Vision/Hearing Screening information on the Medically 

Related Behavioral Concerns Referral Process Checklist (no need for a separate form).

1.  Parent returns permission to assess to the classroom teacher.

2.  Classroom teacher gives the signed permission form to the Contact Person.

3.  Classroom teacher completes other forms.

4.  Contact Person notifies the school counselor that permission to assess has been granted.

5.  The counselor administers the Wide Range Achievement Test 3 or other individualized achievement 

assessment.  

The Contact Person

1.      Insures that all items on the referral process checklist have been completed.  

2.      Copies the packet for the school's records.

3.      Sends the original completed packet to the appropriate Medical Treatment Facility (MTF).

4.      Logs the referral into the Medically Related Behavioral Concerns Referral Log.

The MTF will contact the sponsor and schedule an appointment.   The MTF will make every attempt to 

complete the medical evaluation within two to four weeks from the time of the receipt of the referral.   The 

school's Contact Person will monitor the progress of all referrals for evaluation.

At the completion of the medical evaluation, a "Medical Evaluation Follow-Up Report" will be completed by the 

physician and returned to the school's Contact Person.   The Contact Person will share the information on the 

Follow-Up Report with the classroom teacher.  When  there is a teacher follow-up request noted on the 

physician's report,  the teacher will provide the follow-up information to the Contact Person. 



MEDICALLY RELATED BEHAVIORAL CONCERNS EVALUATION CHECKLIST

From (POC): __________________________________

Phone #: __________________________

· Form 600 with current contact information on the sponsor of the student being referred

· Parents Permission to Assess for Medically Related Behavioral Concerns Evaluation

· Behavior Checklist for Teacher

·  Behavior Checklist for Parents

·  Behavior Evaluation Parent Questionnaire

· Vision / Hearing Screening
Results:
Pass     
Fail          Recheck   
Comments:

Nurse’s Signature __________________________________________________________

· Summary Report for Behavior Management Plan  

· Summary Report of Achievement Assessment, to provide current or previous achievement assessment data

· Review of Educational Performance (Elementary or Secondary), to include copies of available standardized 
tests scores (CTBS) or results of other indicators of educational functioning (unit reading tests, etc.)

· A copy of the Medically Related Behavioral Concerns Medical Evaluation Follow-Up Report 

MEDICAL EVALUATION FOLLOW-UP REPORT
Student’s Name: _____________________________________

School: _________________________

School POC: ________________________________________  School Fax: _____________________________

Diagnosis: __________________________________________________________________________________

Medication: ________________________________________________________________________________

Behavioral Goals/Recommendations: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Teacher follow-up requested: ________________________________________________________________________________________________________________________________________________________________________________________

Physician’s Signature/Stamp: ______________________________________________

NOTE:  Original form to school; copy to physician

PARENT PERMISSION FOR MEDICAL EVALUATION RELATED TO BEHAVIORAL CONCERNS
Your child, ______________________________, has been demonstrating behaviors that are adversely impacting his/her success in the classroom.  The possibility exists that these behaviors may be due to a medical condition.  In order to assist your medical provider in the evaluation of your child, the following information is needed:

1. Behavioral checklist completed by parent/sponsor 

2. Behavior Evaluation Parent Questionnaire completed by parent/sponsor

3. Behavioral checklist completed by the teacher(s)

4.   Documentation of attempts to modify problematic behavior and results obtained

5.   Vision and hearing screening results completed by the nurse

6.   Copy of student’s current level of academic achievement

7.   System-wide achievement test scores, if available

8.   Copy of assessments completed for special education services and IEP, if applicable

9.   Achievement screening

10.  Intellectual screening, if available 

11.  Copy of current sponsor/pupil registration card, DS Form 600, with home and duty contact

     numbers

You will be contacted by the appropriate pediatric or family practice clinic for an appointment.  Be advised that this appointment will last about 45 minutes.  

Your signature gives the school permission to administer the required evaluations (as stated above) and to release these and other indicated information to the appropriate medical treatment facility.  The results of all evaluations will be treated confidentially. You will have complete access to the test reports.

   

         I do                I do not       give my permission for the school to proceed with the referral process.

_____________________________________


__________________________

Parent’s Signature






Date


         I do                I do not       give my permission for the provider at the medical treatment facility to discuss my child’s case with the school personnel. 

_____________________________________


__________________________

Parent’s Signature






Date

If you have any questions or concerns about the assessment plan, please contact the school based Contact Person, __________________,  at ________________________

Please return this signed form to __________________________________________
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To best assist us in evaluating your child, we ask that you please complete the following questionnaire as thoroughly as possible.  This information will be kept confidential and be eventually placed in your child’s medical record.

Child’s Name_____________________________________
FMP/last 4___________

Sex: M  F  
Age_________

Date of Birth_____________

Please explain the problems that have led to the initiation of this evaluation.  When did these problems begin?  Who has expressed concerned?

Who suggested your child needed help?______________

Do you agree?  Y  N   Don’t Know

What have you and/or the teachers done to try and help these problems?  Did it help?

What are your child’s strengths?

Are there behaviors that your child exhibits at home that concern you?  Please, be specific.

Do you know someone with a similar problem?

If so, is this a relative, friend, or classmate?

Behavior Evaluation Parent Questionnaire
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Past Medical History

Please list any medical problems that your child may have.

Medications?

Allergies?

Surgeries? If yes please list.

Hospitalizations? If yes please list.

Birth History:


Mom’s age at beginning of pregnancy________

Prenatal Care: Y  N


Any problems with the pregnancy?  If yes, please list


Any medications used during pregnancy?


Did mom smoke?

Drink alcohol?


Use illicit drugs?


At what week in the pregnancy was the baby born?_________


How was the baby delivered?   Vaginally

Forceps
Vacuum assisted






Cesearean Section – if so, why____________________


Any complications with the delivery?


Did the baby require the NICU?  If so, how long?

Developmental history:


Age when sat unsupported:_________
First step alone:__________


First recognizable words:__________
Put several words together:__________


Completed toilet training:_________

Does child have any problems with sleeping?

Does child have problems with urinary accidents or soiling accidents?

Behavior Evaluation Parent Questionnaire
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Social History

Please list everyone who lives in your home, including age and relationship to your child.

What is the highest level of education that you completed?

Your spouse?

If there has been a divorce, is there a visitation agreement?  Y  N   
How often?


What is your child’s reaction to these visits?

What language is the primary language spoken in your home?

What forms of discipline are used in your home?

Who is the primary disciplinarian?

How many hours per week does your child watch TV?____________hours





Play video games?_____________hours

How does your child spend their free time?

Have there been any recent significant stresses in your family? (i.e. death, PCS, deployment, etc.)

School Information:
What grade is your child currently in?______________
Any repeated grades?_____________

Does child require any special education classes?  Y   N

Which subjects?

Does your child have an IEP?  Y   N

Do you have any concerns about your child’s performance in school, not already addressed in this packet?

What grades has your child received in the past?

Behavior Evaluation Parent Questionnaire
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Family History
Check all of the following that apply to members of your family – primarily focusing on parents, siblings, and grandparents.  For any yes answer, please indicate who.

 ADHD or hyperactivity as a child


 Diagnosed learning disorder

 Trouble learning to read



 Trouble with arithmetic

 Trouble with writing




 Kept back in school

 Speech problems




 Behavior problems as a child

 Trouble as a teenager



 Depression

 Other mental illness




 Alcoholism

 Drug abuse





 Seizures

 Thyroid disorders

Any other medical problems in your family?

Your Goals

Regardless of what may be at the root of your child’s behavior difficulties, we would like to know at least 3 goals that you would like to see accomplished with treatment, which may help us provide guidance, and monitor your child’s progress.

1._____________________________________________________________________________________________________________________________________________________________________________________________________

2._____________________________________________________________________________________________________________________________________________________________________________________________________

3._____________________________________________________________________________________________________________________________________________________________________________________________________






Parent Copy

              







      Required

 Behavioral Checklist
Child’s Name: _____________________________________________________
Grade: ________________

Teacher: _________________________________________________________
Date: _________________

                

Please check any symptoms that your child is presently exhibiting.

	
	Often fails to give close attention to details or makes careless mistakes in schoolwork, work, or 

	
	other activities

	
	

	
	Often has difficulty sustaining attention in tasks or play activities

	
	

	
	Often does not seem to listen when spoken to directly

	
	

	
	Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the 

	
	workplace (not due to oppositional behavior or failure to understand instructions)

	
	

	
	Often has difficulty organizing tasks and activities

	
	

	
	Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such 

	
	as schoolwork or homework)

	
	

	
	Often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, 

	
	or tools)

	
	

	
	Is often easily distracted by extraneous stimuli

	
	

	
	Is often forgetful in daily activities

	
	

	
	Often fidgets with hands or feet or squirms in seat

	
	

	
	Often leaves seat in situations during which remaining seated is expected

	
	

	
	Often runs about or climbs excessively in situations in which it is inappropriate (in adolescents may 

	
	be limited to feelings of restlessness)

	
	

	
	Often has difficulty playing or engaging in leisure activities quietly

	
	

	
	Is often "on the go" or often acts as if "driven by a motor"

	
	

	
	Often talks excessively

	
	

	
	Often blurts out answers before questions have been completed

	
	

	
	Often has difficulty awaiting turn

	
	

	
	Often interrupts or intrudes on others (e.g., butts into conversations or games)


Other behavioral concerns:








 
Teacher Copy










                Required

Behavioral Checklist

Student’s Name: ___________________________________________________
Grade: ________________

Teacher: _________________________________________________________
Date: _________________
Please check any symptoms that the child is presently exhibiting.

	
	Often fails to give close attention to details or makes careless mistakes in schoolwork, work, or 

	
	other activities

	
	

	
	Often has difficulty sustaining attention in tasks or play activities

	
	

	
	Often does not seem to listen when spoken to directly

	
	

	
	Often does not follow through on instructions and fails to finish schoolwork, chores, or duties in the 

	
	workplace (not due to oppositional behavior or failure to understand instructions)

	
	

	
	Often has difficulty organizing tasks and activities

	
	

	
	Often avoids, dislikes, or is reluctant to engage in tasks that require sustained mental effort (such 

	
	as schoolwork or homework)

	
	

	
	Often loses things necessary for tasks or activities (e.g., toys, school assignments, pencils, books, 

	
	or tools)

	
	

	
	Is often easily distracted by extraneous stimuli

	
	

	
	Is often forgetful in daily activities

	
	

	
	Often fidgets with hands or feet or squirms in seat

	
	

	
	Often leaves seat in classroom or during in situations during which remaining seated is expected

	
	

	
	Often runs about or climbs excessively in situations in which it is inappropriate (in adolescents may 

	
	be limited to feelings of restlessness)

	
	

	
	Often has difficulty playing or engaging in leisure activities quietly

	
	

	
	Is often "on the go" or often acts as if "driven by a motor"

	
	

	
	Often talks excessively

	
	

	
	Often blurts out answers before questions have been completed

	
	

	
	Often has difficulty awaiting turn

	
	

	
	Often interrupts or intrudes on others (e.g., butts into conversations or games)


Other behavioral concerns:

SUMMARY REPORT FOR BEHAVIOR MANAGEMENT PLAN

(Completed by the Classroom Teacher)

Student’s Name: ___________________________________________________
Grade: ________________

Teacher: _________________________________________________________
Date: _________________

Complete the information only on the strategies you have tried with the student
Strategy Attempted/Description 

Place a check next to strategies attempted and then explain below:

	
	   Token system
	
	Behavior contract

	
	
	
	

	
	  Reminders (visual/auditory)

	
	Parent contract

	
	
	
	

	
	  Homework monitoring

	
	Behavior rating card

	
	
	
	

	
	  Provide predetermined signals
	
	Peer tutor

	
	
	
	

	
	  Time-out

	
	Modeling

	
	
	
	

	
	  Positive reinforcement
	
	Conflict management

	
	
	
	

	
	  Modifying work
	
	Other _____________________________


Description of strategies and results:

REVIEW OF EDUCATIONAL PERFORMANCE
(Completed by Classroom Teacher)

Elementary School Level
Student’s Name: _____________________________________________________ Grade: _________________________

Teacher: ___________________________________________________________ Date: __________________________

Check student’s current level of performance in each area:

	SKILL
	Strong for Age
	Age Appropriate
	Delayed less than 1 year
	Delayed more than 1 year

	Reading comprehension
	
	
	
	

	Sight Vocabulary
	
	
	
	

	Written language
	
	
	
	

	Math concepts
	
	
	
	

	Computational skills
	
	
	
	

	Solution of word problems
	
	
	
	

	Expressive language
	
	
	
	

	Understanding directions/instructions
	
	
	
	

	General knowledge
	
	
	
	


REQUIRED  

Summarize behavioral concerns such as attendance, homework completion, attitude toward criticism, frustration, social skills, etc.:  

A review of the educational component for this child indicates:

1.
Case Study Committee (CSC) status for consideration for special education services:

· Eligible for special education services and is currently on an IEP – Assessment/IEP attached

· CSC pre-referral in progress

· CSC referral in progress

· CSC referral completed, found NOT eligible - Assessment attached

· CSC referral not indicated / initiated.  Reason not warranted: 

_______________________________________________________________________________________________

2.
Resource Education Programs (if enrolled, teacher report(s) attached)

· Compensatory Education - Reading

 

· Compensatory Education – Math

· Other ______________________________

· Language Arts/Reading Specialist (LARS)  

· English as Second Language (ESL)

Attach copies of System-wide Assessment Scores (prefer the last 2-3 years if available) and other available assessment data
REVIEW OF EDUCATIONAL PERFORMANCE
(Completed by at least four Classroom Teachers)

Middle and High School Level
Student’s Name: ______________________________________________________
Grade: ________________

Teacher: ____________________________________________________________
Date: _________________

Check student’s current level of performance in each area:

	SKILL / SUBJECT AREAS

 
	Strong for Age
	Age Appropriate
	 Delayed  

	Language Arts
	
	
	

	Math 
	
	
	

	Social Studies
	
	
	

	Science
	
	
	

	Other:
	
	
	

	Other:
	
	
	


REQUIRED

Summarize behavioral concerns such as attendance, homework completion, attitude toward criticism, frustration, social skills, etc.:

A review of the educational component for this child indicates:

1.
Case Study Committee (CSC) status for consideration for special education services:

· Eligible for special education services and is currently on an IEP – Assessment/IEP attached

· CSC pre-referral in progress

· CSC referral in progress

· CSC referral completed, found NOT eligible - Assessment attached

· CSC referral not indicated / initiated.  Reason not warranted: 


______________________________________________________________________________________________

2.
Resource Education Programs (if enrolled, teacher report(s) attached)

· Compensatory Education - Reading


· Compensatory Education – Math

· Other ______________________________

· Language Arts/Reading Specialist (LARS)  

· English as Second Language (ESL)

Attach copies of System-wide Assessment Scores (prefer the last 2-3 years if available) and other available assessment data
SUMMARY REPORT OF ACHIEVEMENT SCREENING

(Required)
Student’s Name: __________________________________________________ DOB: _________________________

School: __________________________________  Grade: _________ Examiner: _____________________________

Test Administered**: ___________________________________________

Date Administered: ____________________________________________

Test Results:

Behavioral observations during assessment:

Additional Comments:

**  Note:  The use of the Wide Range Achievement Test III (WRAT-III) as a screening instrument is felt to provide the information needed by the physicians

SUMMARY REPORT OF INTELLECTUAL SCREENING

(Optional)
Student’s Name: __________________________________________________ DOB: ______________________________

School: _________________________________  Grade: _________ Examiner: ___________________________________

Test Administered**: ___________________________________________

Date Administered: ____________________________________________

Test Results:

Behavioral observations during assessment:

Additional Comments:

** Note:  The use of the Kaufman Brief Intelligence Test (K-BIT) as a screening instrument is felt to provide more information to physicians






Teacher may confer with Student Assistance Team or other staff members for additional strategies
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