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Order for Therapeutic Restraints
	Youth:       
	DOB:       

	Facility:       
	Date:       

	JUSTIFICATION

	Psychological / Behavioral condition that requires use of therapeutic restraint:

     

	Describe attempts to use less restrictive interventions:

     

	Were psychotropic medications considered?                    FORMCHECKBOX 
  Yes            FORMCHECKBOX 
  No

If medications were not considered or not used, please explain:

     

	ORDERS      (Therapeutic restraints must be ordered by a physician, psychiatrist or psychologist)

	Date:        
Time:       
	Maximum Duration of Order:

Age 9 and under:  1 hour   

Age 9 to 17:  2 hours      

Age 18 and over:  4 hours

	Restraint Device:

 FORMCHECKBOX 
  Wrist to Waist Restraint 
 FORMCHECKBOX 
  Restraint Jacket 
 FORMCHECKBOX 
  Restraint Bed  
 FORMCHECKBOX 
  Restraint Chair 
	 FORMCHECKBOX 
  Ankle Restraint 
 FORMCHECKBOX 
  Helmet
 FORMCHECKBOX 
  Restraint Mitts
 FORMCHECKBOX 
  Spit Shield
	Position:

 FORMCHECKBOX 
  Ambulatory

 FORMCHECKBOX 
  Supine (lying face up)              

 FORMCHECKBOX 
  Other:                     

	Specific purpose / rationale for the restraint:

     

	Criteria for release:

 FORMCHECKBOX 
  When youth calms and remains calm for 15 minutes

 FORMCHECKBOX 
  Release criteria specified in Special Management Plan


	Special Instructions:

     



	 FORMCHECKBOX 
  Ordering Clinician Present                             FORMCHECKBOX 
  Verbal Order  (must be signed at next visit)


	Ordering Clinician:
	Signature:
	Title:
	Date:

	QMHP or RN:

(required for verbal order)
	Signature:
	Title:
	Date:


