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	A.  Regional Office Contact Information

	 RO Contact’s Name
	

	*Date reported to CMS Regional Office
	

	Time
	

	B.  Provider Information

	*Hospital Name
	

	*CMS Certification Number
	

	Address
	

	City 
	

	State
	

	Zip Code
	

	Name of Person Filing the Report
	

	Filer’s Phone Number
	

	C.  Patient Information

	*Patient Name
	

	*Date of Birth
	

	Admitting Diagnoses
	

	*Date of Admission
	

	*Date of Death
	

	Time of Death
	

	*Cause of Death
	

	*Did the Patient Die: [place an “X” in the appropriate box to the right below]
	

	While in Restraint/Seclusion
	

	Within 24 hours of removal of restraint, seclusion, or both
	

	Within 1 week where restraint, seclusion or both contributed to the patient’s death
	

	     *Type Used: [place an “X” in the appropriate box to the right of each applicable]
	

	Physical Restraint
	

	Seclusion
	

	Drug Used as Restraint
	

	*Was a 2-point soft wrist restraint used alone, without seclusion or chemical restraint or any other type of physical restraint?
	

	Yes
	                     If “yes”, check “02” below and stop.  No further information is required.

	No
	                If “no”, complete the entire form (i.e., all fields).

	*If Physical Restraint(s), Type: [check all applicable]
NOTE: If 2-point soft wrist restraint was used alone (without seclusion, chemical restraint, or any other type of physical restraint), no further information is required.
	     01 Side Rails

     02 2-point soft wrist

     03 2-point hard wrist

     04 4-point soft restraints

     05  4-point hard restraints

     06  Forced medication holds

     07  Therapeutic hold(s)

     08  Take-down(s)

     09  Other physical hold(s)

     10  Enclosed bed

     11  Vest restraint

     12  Elbow immobilizer(s)

     13  Law enforcement restraint(s)

	For Drug Used as Restraint:
	

	*Drug Name
	

	Dosage
	

	D.  Hospital-Reported Restraint/Seclusion Information

	Circumstances Surrounding the Death
	

	Restraint/Seclusion Order Details
	

	Date and time Restraint/Seclusion Applied
	

	Date and Time Last Monitored
	

	Total Length of Time in Restraint/Seclusion
	

	*Was restraint/seclusion used to manage violent or self-destructive behavior
	

	Yes
	

	No
	

	If “yes”:
	

	*Reason(s) for restraint/seclusion use
	

	*Was 1-hour face-to-face evaluation documented?
	

	Yes
	

	No
	

	*Date/Time of last face-to-face evaluation
	

	*Was the order renewed at appropriate intervals based on the patient’s age?

Note: Orders may be renewed for up to a total of 24 hours, at the following intervals:

> 18 years – every 4 hours

9 – 17 years – every 2 hours

< 9 years – every hour
	

	Yes
	

	No
	

	*If simultaneous restraint and seclusion was ordered, describe continuous monitoring method(s)
	

	E.  RO Actions

	*Was survey authorized:
	

	Yes
	

	No
	

	*If yes, date RO contact P&A
	

	In the past two years, has a survey related to a restraint/seclusion death at this hospital resulted in finding Condition-level Patient’s Rights deficiencies?
	

	Yes
	

	No
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