Form-GER(d)

Entered By .o
Entry Date & Time: e

Data Collection for Event: Restraint Other

| Restraint Other Information |

Other Type * O Chemical
Medication Name ... . ..o DOSage ...
Physician Name Title
Drug ordered O ppy O Emergency order
O Physical
O Mechanical
O Other (o 1Y R
Begin Time * __..___.... R am / pm End Time *  ______..... D am / pm

End Date

Specific Location O Living Room O Bedroom O Dining Room O Kitchen O Bathroom () Hallway
QO Staircase O Activity Area O Recreation Area QO Outdoors O Unknown

If Other

WiItNESS L e mm e mmmmmmmm——mmmmm————————

Witness 2

Note:- Required fields are marked with an asterisk (*)
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