
 RESTRAINT ORDER

	( Initial Order             ( Continued Order                                        

Type of Restraint: [   ] Soft limb      [   ] Mittens     [   ] Safety Net Enclosure Bed

                               [   ] 4 Side rails    [   ] Other__________________________      

                                                                                                                                                                               

	Physician Assessment of patient need for restraint: (Check)

( 
I have completed a comprehensive assessment of this patient including potential medical problems that may be contributing to the patient’s present behavior.  I have determined that the restraints are the least restrictive and are medically necessary for a limited period of time in order to prevent adverse patient outcomes related to the behavior the patient demonstrates as follows:_______________________________________________________________________________________________________________________________________________________________________________________
Release:  Restraints may be discontinued if patient is no longer exhibiting behavior that presents harm to self, interferes with treatment plan or has the potential for causing a life-threatening situation.



	Physician Order for Restraint:

I have examined the patient and have concluded that the restraint ordered is the least restrictive alternative for this patient and is necessary to address the patient’s medical condition. To continue restraint and assessment and order must be signed every calendar day. 

	Physician Signature:___________________________

TORB: 
______________________________________ 
                            Nurse / Physician

Note:  Telephone order can only be obtained for the initial restraint order.
	Date: _______________

Date: _______________
	Time: 
__________

Time: 
__________
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