Community Bridges

2 Whitney Road Concord NH 03301  1-800-499-4153  603-225-4153  Fax 603-223-9917

_______________________________________________________________________________________________________________________________

Emergency Physical Restraint/Incident Form

*Please print clearly        

Consumer Name ______________________________

Page 2 of 
Incident report continued Date                     Time ________              

________________________________________________________________________________________

Individual Name________________________________

Incident report continued Date_____________ Time________

               Page 2 of 2


Individual Name ___________________________________________ Incident Date_____/_____/______   Time _____:_____              

Staff Name __________________________________________
  Provider Agency___________________________________________                                           

Program     FORMCHECKBOX 
 day         FORMCHECKBOX 
 residential
        FORMCHECKBOX 
 vocational         FORMCHECKBOX 
 community support services/outreach

Type of Incident:   ___ PHYSICAL RESTRAINT
1. Describe emergency situation and name of staff person(s)involved:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. Describe the least restrictive method utilized prior to restraint:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. Describe behavioral antecedents to emergency situation:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. Identify category for reason of emergency restraint:  
a. Substantial risk of serious physical assault 

____

b. Occurrence of serious physical assault
 
____

c. Substantial risk of serious destructive behavior
____

d. Occurrence of serious destructive behavior

____

5. Describe the physical restraint intervention utilized:

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Duration of Restraint:____________________________________________________________________________________

7. Is there a behavioral plan in place to respond to emergency situations?      YES    FORMCHECKBOX 
         NO    FORMCHECKBOX 

8. Describe  response of person being restrained during the use of restraint. _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Describe the response of the person being restrained after the use of restraint.

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10. Was the person visually/ verbally checked for potential injury after the restraint?  Describe. 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. Were all the staff involved trained in a formal restraint technique?    YES    FORMCHECKBOX 
         NO    FORMCHECKBOX 

(Identify type of training: i.e. PAC, MANDT, etc.)

______________________________________________________________________________________________________________________________________________________________________________________________________________________________

12. Identify the staff person who conducted the restraint (name/position title):
_________________________________________________________________________________________________________

STAFF FOLLOW-UP:

Who Was Notified?
__ Program Supervisor___________________________________
__ Nurse __________________________________________


__ Police______________________________________________
__ Home__________________________________________

__ Provider____________________________________________
__Doctor__________________________________________

__ Adult Protective Services_____________________________ _ 
__ Parent/Guardian__________________________________
    __Other  ______________________________________________
__ Case Manager____________________________________








__ Agency/Director _________________________________

Signature_____________________________________________       Date______/______/______   Time ______________

REVIEWS:

Supervisor Review/Recommendation Signature
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________

Signature_________________________________________________
Date_______/_______/______   Time______________









Service Coordinator Review/Follow-up Signature  
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Signature_________________________________________________
Date_______/_______/______   Time______________

Original - CM     
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