
Unapproved Behavioral Support MUI Form
Individual’s Name: __________________________________ 
Date of UBS: ______________________________________ 
Name of Person Completing Form: _____________________ 
Title: _____________________________________________ 
Contact Information: _________________________________ 

Date Form Completed: ________________ 
MUI Number: _______________________ 

Provider: ___________________________ 

UBS/HISTORY ANTECEDENTS 
Please list what led to UBS. Provide a time line and whether this individual has a history of this behavior. 
Provider details of prevention measures from prior incidents. 
How many times was the intervention/support used? How long (total) was the individual restrained?
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________ 

BEHAVIOR STRATEGIES 
Did the individual have behavioral support strategies outlined in their service plan? Did the staff know about 
the strategies? Was the staff trained on the implementation of the behavioral support strategies? 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

TYPE OF UBS (CHECK ALL THAT APPLY) 

Physical Restraint:  
  Baskethold 
  Multiple Person Carry 
  Multiple Person Escort 
  One Person Carry 
  One Person Escort 
  One Person Restraint 
  Physically Prompted Hands Down with  
      Resistance 

  Prone 

Restraint of Multiple Appendages 
Seated Restraint 
Side Restraint 
Standing Restraint 
Supine 
Time Out- list details of time-out, including 

 length of time:______________________       
          _________________________________   
Other: ______________________________ 



(CHECK ALL THAT APPLY) 

Chemical Restraint: 
  Anti- Anxiety 
  Anticonvulsant 
  Antidepressant 
  Antipsychotic 
  Mood Stabilizer 
  Other: __________________________________________________________________________ 

Mechanical: 
  Full Body-papoose Board Wrap 
  Full Body-seated Position 
  Full Body-supine Position 
  Gait Belt 
  Helmet 
  Locked Seat Belt/Vest – not during  

  transportation 

  Mitts 
  Splints 
  Transportation – locked seatbelt/vest/others 
  Wheelchair controls disabled 
  Wheelchair for individual - not used regularly 
  Other: ______________________________ 

INJURIES 
Were there any injuries to the individual or anyone else involved in the UBS? Did the individual receive timely medical 
attention? 
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

DESCRIPTION 
Describe in detail the intervention/support and the reason used. How was it necessary for the health and welfare if 
individual or other individuals? 
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Unapproved Behavioral Support MUI Form



CAUSE AND CONTRIBUTING FACTORS (CHECK ALL THAT APPLY) 

  Supervision Not Met 
  Staff Ratio Not Appropriate 
  Diet Not Followed 
  Asked to Complete Task 
  Change in Routine 
  Excessive Noise 
  1:1 Attention Unavailable 
  Peer Aggression 

  Outing Cancelled 
  Control Issues – Staff/Family/Peers 
  Medication Changes 
  Illness 
  Possible Hallucination 
  Loss of Important Relationship 
  ISP/BSP Not Followed 

Other: ________________________________________________________________________________ 

PREVENTION MEASURES (CHECK ALL THAT APPLY) 
  Physical/Social environmental changes 
  Agency Policy/System Change 
 Staff training 
 Counseling 
  Team meeting to address ISP changes 
  Appointment with Medical care provider 

  Medication changes 
  Follow up appointment scheduled 
  PT/OT/Speech referral made to address 

      Communication or mobility concern 
  Diet change ordered 
  Home health care 

Other: _________________________________________________________________________________ 

INVESTIGATIVE AGENT REVIEW 
Comments and Questions: 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________

IA NAME: ______________________________________REVIEW COMPLETED DATE: ______________ 

    DODD MUI – UBS MUI FORM 
      DECEMBER 2019 

Unapproved Behavioral Support MUI Form


	Individuals Name: 
	Date Form Completed: 
	Date of UBS: 
	undefined: 
	Name of Person Completing Form: 
	Title: 
	undefined_2: 
	Contact Information: 
	Please list what led to UBS Provide a timeline and whether this individual has a history of this behavior Provider details of prevention measures from prior incidents How many times was the interventionsupport used How long total was the individual restrained: 
	Did the individual have behavioral support strategies outlined in their service plan Did the staff know about the strategies Was the staff trained on the implementation of the behavioral support strategies: 
	length of time 1: 
	Other: 
	Other_2: 
	Other_3: 
	Were there any injuries to the individual or anyone else involved in the UBS Did the individual receive timely medical attention: 
	Describe in detail the interventionsupport and the reason used How was it necessary for the health and welfare if individual or other individuals: 
	Other_4: 
	Other_5: 
	Comments and Questions: 
	IA NAME: 
	REVIEW COMPLETED DATE: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Text1: 


