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Review on 1/10/22 of client #5's BSP dated
November 2020 revealed he has target behaviors
of aggression and disruptive behavior, Review of
the behavioral objective revealed he was required
to have 0 target behaviors for 12 consecutive
months. This program included the use of
Clonazepam and Risperidone. Review on 1/11/21
of client #5's behavioral data from November
2020- December 2021 revealed he had 0 target
behaviors in 13 months. For example:
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program participation.
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interview on 1/11/22 with the QIDP revealed this
behavioral support objective had been ongoing
for 13 months and despite client #5 meeting
criteria for completion on November 2021, this
objective had not been modified.
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