POLICY/PROCEDURE/PLAN REVIEW FORM

This policy/procedure/plan should be reviewed and returned to the Legal Services Department no

later than 11/28/2011. Piease consult with all subject matter experts involved with this
policy. All forms should go through the forms committee.

Protocol: 03-510 Seclusicon & Restraints

Reviewer: Theresa Courtney, Chief Medical Officer

SECTIONI: MANAGEMENT REVIEW

I have reviewed the above named policy/procedure/plan and

[ ] NO REVISION is necessary [ } New Procedure is necessary
[ 1] REVISION is necessary [ ] New Plan is necessary

[ ] DELETE Policy/Procedilre/PIan

Updated forms relating to this policy/procedure/plan are attached.
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Rev1ewer Signature ! Date

SECTIONII: LEGAL SERVICES REVIEW

I have feViewed the above named policy/procedure/plan and
[ 1 I agree that NO REVISION is necessary

[x/]/ I approve Reviewer's S which is éttached

] Further REVISION has been made and is attached
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Director of Legﬁ & Special Services : Datd
APPROVED BY:.
0@.044’:.. /2 /g /!
Regional Hespital Administrator “Date
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linical Dlrect Date




