	Name of Hospital

SECLUSION / RESTRAINT 

For Emergency Safety Situations
Nursing Evaluation & Physician Order Sheet
	CONSUMER IDENTIFICATION



	NURSING EVALUATION
1. Does the consumer have a history of trauma, abuse (sexual or physical) and/or a medical condition that would contraindicate use of seclusion/restraint?  ( No   ( Yes    Explanation: ________________________________________________________
2. REASON FOR MANUAL HOLD, SECLUSION or RESTRAINT (Check all that apply)
       (  Physically Assaultive or Aggressive to:  ( Self   ( Staff   ( Consumers   ( Others   
       (  Threatening to:  ( Self   ( Staff   ( Consumers   ( Others   

       ( Involuntary Medication Administration          

       ( Other _______________________________________________________________________________________________________
3. RATIONALE (Check all that apply)

( Other measures or alternative have failed        (  Unsafe behaviors       ( Continues to be physically assaultive or aggressive  
                                                                                                                                   to others/self     
4. LESS RESTRICTIVE MEASURES THAT WERE ATTEMPTED (Check all that apply)

( Verbal Intervention    ( Remove to Quiet Area    ( Physical activity    ( Redirection    ( Limit Setting   ( Medication


(  Show of support    ( Other  _________________________________________________________________________


Outcome: ______________________________________________________________________________________________


Rationale for use of restraint rather than seclusion ______________________________________________________________


Time procedure started ____________am/pm       Time procedure ended ______________am/pm
5. Reviewed physical condition and psychological status with Physician  ( No   ( Yes ______________________________

Licensed Nurse Signature   _____________________________________ Date _____________ Time _____________

	PHYSICIAN’S ORDER
6. CONSUMER IS TO BE ( RESTRAINED / ( SECLUDED UP TO ___________HOURS (Maximum: four hours for adults; two hours for ages 9 to 17; one hour for children under 9)

TYPE OF RESTRAINT:  ( Manual Hold    ( Mechanical Restraint, Ambulatory    ( Mechanical Restraint, Non-ambulatory



( 5-point    ( 4-point    ( 2-point
7. CRITERIA FOR RELEASE 

( Consumer is free from aggression, angry outbursts, agitation, verbal threats of harm to self/others


( Consumer agrees to inform staff when having difficulty with controlling own behavior


( Other _______________________________________________________________________________________________

8. ( Telephone/Verbal Order Taken by __________________________ Date____________ Time_______________


( Read back and Verified                              Name of Physician _________________________________________

Physician’s Signature   _______________________________________     Date ____________ Time_____________

	PHYSICIAN’S PROGRESS NOTE within one hour of initiation of Seclusion or Restraint
9. I examined this consumer on:  Date__________________ Time_______________


( Injury present    ( No sign of injury    ( Reviewed physical condition and psychological status with staff

( Provided guidance in identifying ways to help consumer regain control.



(i.e., Reminder of appropriate interactions, slow, deep breathing, alternate coping mechanisms, precipitating factors, what can be done to prevent another occurrence.)

CONTINUED ON PAGE TWO 


	Name of Hospital

SECLUSION / RESTRAINT 

For Emergency Safety Situations

Nursing Evaluation & Physician Order Sheet


	CONSUMER IDENTIFICATION

	CONSUMER IDENTIFICATION

	Physician’s Signature   _______________________________________     Date ____________ Time_____________


	FAMILY NOTIFICATION (Note – this is mandatory for all children & adolescents.)
10.  Did the consumer want his/her family notified of the intervention?  ( No    ( Yes


IF YES:
1. When was call made to family member?  Date _________________________ Time____________



2. Name of family member contacted  _______________________________________________________________

      Licensed Nurse Signature   _____________________________________ Date _____________ Time _____________   


	11. Duration of Episode ______ hours _______ minutes


Number of Episodes within 12 Hours _______

Number of Episodes within 7 Days ________


Staff Signature/Title _________________________________________________ Date _____________ Time _____________
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