San Diego County Mental Health Services
ABNORMAL INVOLUNTARY MOVEMENT SCALE
(AIMS)

*Client Name:      

*Case #:      
*Date:  
     


*Program Name:      
FACIAL AND ORAL MOVEMENTS


1.  Muscles of Facial Expression
 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe


2.  Lips and Perioral Area               
 FORMCHECKBOX 
 None     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe

3.  Jaw



 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe

4.  Tongue


 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe
EXTREMITY MOVEMENTS


5.  Upper (Arms, Wrist, Hands,
         Fingers) 
 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe


6.  Lower (Legs,Knees,Ankles,Toes)    FORMCHECKBOX 
 None    FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe
TRUNK MOVEMENTS


7.  Neck, Shoulders, Hips

 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe
GLOBAL JUDGMENTS


8.  Severity of Abnormal 
      Movements    
 FORMCHECKBOX 
 None
     FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe
9.  Incapacity Due to Abnormal 
Movements  
 FORMCHECKBOX 
 None    FORMCHECKBOX 
  Minimal
 FORMCHECKBOX 
  Mild     FORMCHECKBOX 
  Moderate
   FORMCHECKBOX 
  Severe
10.  Patient’s Awareness of Abnormal Movements






 FORMCHECKBOX 
  No awareness






 FORMCHECKBOX 
  Aware, no distress






 FORMCHECKBOX 
  Aware, mild distress






 FORMCHECKBOX 
  Aware, moderate distress






 FORMCHECKBOX 
  Aware, severe distress
DENTAL STATUS


Current Problems with Teeth/Dentures
     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
  No


Does Client Usually Wear Dentures
        
     FORMCHECKBOX 
 Yes        FORMCHECKBOX 
  No
TOTAL Tardive Dyskinesia-Like Score         
Any Other Important Information, Comments or Concerns: 
      
*Signature of Physician or Nurse Completing Examination: 

______________________________________  


     


Signature







Date



    



CCBH ID #:       
Printed Name
               






