
Index of HIRS Appendix Forms 
 
1. Bowel Movement Record  

This document is used to record bowel movements. It incorporates the Bristol Stool Chart and allows for charting 
both frequency and type of bowel movement. This information is extremely important for those individuals who 
have diagnosed bowel conditions or who take medication to treat bowel conditions. This record allows you to collect 
information to present to health care practitioners so that they can evaluate the effectiveness of treatment.  
 

2. Gynecological Visit  
This document is used for the annual gynecology examination.  

 
3. Menstrual Cycle Tracking Chart 

This document is used to record a woman’s menses. One form provides information for an entire year. This 
important information should be shared at the annual gynecology exam, with the primary physician, and the 
neurologist (if the women has been diagnosed with a seizure disorder).  

 
4. Peri-Menopause Tracking Chart  

This document is used to track peri-menopause symptoms. It is important to document these symptoms for 
presentation to the health care practitioner as many of these symptoms can go unreported or lead to other 
problems. This form is only a guide. Specific symptoms of peri-menopause may be different for each individual. 
Discussion should take place with the health care practitioner to determine what symptoms, if any, should be 
tracked or treated.  

 
5. Dental Services Form  

This document is used for any dental examinations or visits with the dental hygienist.  
 
6. Family Health History  

This document is used to gather important family medical history because some familial health conditions may 
impact an individual’s own health in the future.  

 
7. Vision Assessment Visit  

This document is used at any visits with the ophthalmologist or optometrist. It provides documentation for a 
complete eye exam.  

 
8. 90 Day Team Review of Psychotropic Medications  

This document has three parts and is used for any visits with the physician who is treating the behavioral health 
disorder (e.g., psychiatrist). By completing the form, you provide necessary information for the prescribing physician 
to evaluate the diagnosis, treatment, and effectiveness of treatment. It also collects information about treatment 
goals and the person’s progress towards those goals. Physical health is also addressed.  

 
9. Abnormal Involuntary Movement Scale (AIMS)  

This screening tool is used to evaluate abnormal involuntary movement which may be a side effect of 
neuroleptic medications.  
 

10. Medical History Summary Worksheet  
This document is used to compose a Medical History Summary. By using the worksheet as a guide, a summary can 
be constructed for presentation to health care professionals.  
 

11. Quality Assurance Assessment for Individual Record 
This assessment instrument is used to review an individual’s medical record to ensure that the components of a 
complete medical record keeping system are present and current. It allows for quarterly reviews so that one 
document can provide a full year assessment.  
 



12. Quality Assurance Assessment of Record Keeping System 

This assessment instrument is used to review the medical record keeping system of a home or organization. 
 

13. Speech-Language Pathologist Visit  
This form was developed by a Speech-Language Pathologist in order to obtain immediate documentation when a 
swallowing evaluation takes place. It provides the results of the evaluation as well as any recommendations 
pertaining to food modifications (changes to solid or liquid consistencies) and/or specific strategies for safe eating.  
 

14. Chronic Health Problems List 
This list is designed to provide an “at-a-glance” view of the current health status of an individual.  The format is 
adapted from a form that most physicians are familiar with and utilize on a regular basis.  The Chronic Health 
Problems List is easy to read and clearly describes all chronic medical conditions.   
 

15. The Seizure Chart and Annual Seizure Summary 
Individuals with intellectual and developmental disabilities frequently are not able to self-report seizure episodes, 
nor track frequencies.  It is incumbent upon the agency to record this information to track the effectiveness of 
medical treatment of seizure disorders.  A Seizure Activity Chart and Cumulative Seizure Record will describe the 
seizure episode and the frequency with which the individual experiences seizure activity. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
  
 
 
 
  
 



 


