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Seclusion and Restraint Reporting

Level I Facility Reporting

1.    A verbal report should be made to the case manager and parent/guardian (TSS case worker is the guardian of Tribal court wards) within 24 hours.

2.    Seclusion and/or Restraint of an enrolled person must be reported in writing to the TRBHA within 5 business days. Submit written report via email to: GRBHSQI@grhc.org (not to the GRBHS case manager) using a secure email system. As a last resort submit via fax if secure email is not working; call or email to announce that a S&R report has been faxed; Gila River BHS QI Dept. Fax: (520) 550-6040    Gila River BHS QI Dept. Phone: (520) 550-6207 or 6202
LICENSE #      

DATE:      
Facility Name:      
AHCCCS Provider ID:      
Address:      
Contact Person/Title:       Phone:      
Date Submitted to Gila River BHS (Date Received is same): 
Reporting Information:

AHCCCS ID #:      
Client Name:       Age:       SS#:      
Client Behavioral Health Category:       (SMI, NSMI, SED, NSED)
Current Diagnosis:     Axis I        Axis II        Axis III      
Medications:      
Date/Time of Evaluation/Assessment:      
Date Seclusion Authorized & Administered:

Authorized:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
Administered:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
Duration of Seclusion        FORMDROPDOWN 

Date Physical Restraint Authorized & Administered:

Authorized:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
Administered:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
Duration of Restraint        FORMDROPDOWN 

*If person is both secluded and restrained, complete both the seclusion and restraint sections.

Date Pharmacological Restraint Authorized & Administered:

Authorized:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
Administered:      /     /      Time:        FORMDROPDOWN 

Name/Title:      
List Pharmacological Restraint medications and dosage (other than PRN’s):      
Reason for Restraint/Seclusion (including justifying facts and behaviors)
     
Was staff member physically injured during the restraint or seclusion? Yes  FORMCHECKBOX 
                










    No   FORMCHECKBOX 

Was the person physically injured DURING (not prior to) the restraint or seclusion? Yes  FORMCHECKBOX 
                











  No   FORMCHECKBOX 

If yes (an IAD should also be submitted), indicate:

1. Nature of the injury:      
2. The level of medical intervention needed:

 FORMCHECKBOX 
 None

 FORMCHECKBOX 
 First Aid

 FORMCHECKBOX 
 Medical (physician’s order)
3. The location of the injury on the following diagrams.
[image: image1.png]



Types of less restrictive alternatives attempted (including reasons for their failure):
     
Date, Time and Person who monitored client status while in Seclusion or Restraint:
	Date


	Time (a.m. or p.m.)


	Person



	     
	        FORMDROPDOWN 

	     

	     
	         FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     

	     
	        FORMDROPDOWN 

	     


Action taken to prevent reoccurrence (individual and system):
     

