Attachment B to I.E.PR.003

Department of Developmental Services

Request for PRC Date 

To Review

Behavior Modifying Medication and/or Restraint and/or Restrictive Procedure

TO:
PRC Scheduler                                                Region:  FORMDROPDOWN 

FROM:
Name:      

Address:         


Agency/facility Name:      

Fax No.          Phone No.      
            E-Mail Address      
DATE:         


Agency PRC Contact/DDS Case Manager to Complete Boxes Below:

	Last Review Date:                                                       
	Prescriber’s Name:      

	Name:         
	DDS #      

	Address:      
Agency/Facility Name:      
Reason for Request:  

        Medication:                 FORMCHECKBOX 
 New            FORMCHECKBOX 
 Dose Change          FORMCHECKBOX 
Range Change

        Aversive Procedure:    FORMCHECKBOX 
 Restraint     FORMCHECKBOX 
 Noxious            Other

	Medication Name, Dose & Range (if appropriate):
	Start Date:

	1.      
	     

	2.      
	     

	3.      
	     

	4.      
	     

	Restraint Procedure:  Describe

	1.      

	2.      

	3.      

	Restrictive Procedure:  Describe

	1.      

	2.      

	3.      


PRC Scheduler to Complete Box Below:

	Review Type:      FORMCHECKBOX 
Presentation      FORMCHECKBOX 
 Paper Review          FORMCHECKBOX 
  PRC Review Not Required

PRC Scheduled Date :           Date Faxed/Sent to Agency/Facility:       (If  above - PRC Not Required –








                is checked – then Date is to be










                09/09/2090.)
Materials Due Date:                  Complete Packet Received Date:       
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DLL


