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Department of Developmental Services

Program Review Committee   

Request to be Exempt from the PRC/HRC Review Process

	Name:     
	Date of Birth:     
	DDS#:     

	Home Address:      
	Class Member  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Employer/Work Site:      

	Psychiatrist:         
	Case Manager:      

	Psychologist:          
	Nurse:      


FILL IN THE SECTION BELOW. THEN FILL IN THE MEDICATION SECTION ON THE BACK.

  (You may use and attach extra pages if you need more room to answer any of the questions)

I manage my own health care and medications and do not want regional review committees involved in my personal life.  I am asking that all medications that my psychiatrist prescribes for me not be reviewed by the Program Review or Human Rights committees.

1. GUARDIAN STATUS:  I am my own guardian.   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No 
a. If you have a guardian, for what areas?






  

b. Do you give your consent for medical treatment yourself?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

2. CURRENT LIVING SITUATION & LEVEL OF SUPPORT:  

      a. If you have support staff, how many hours a day do staff work with you?  




      b. Do you live in a licensed DDS/private residence?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

      c.  What type of support do you get from staff, for example, what do you do together?​


3. MEDICAL APPOINTMENTS:  I take care of my own medical appointments  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  

      a. Do you make your own appointments?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  

      b. How do you get to the appointments ?







      c. Did you choose your own physician, dentist, etc.?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

4. TAKING MEDICATION:  I take care of my medications without any help  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No      
      a. Do you need help with medications?  FORMCHECKBOX 
Yes   FORMCHECKBOX 

      b. If so, what kind of help?  

      c. Where do you keep your medications? 





 

      d. Do you get refills on time?)   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

5. Signature of Person Requesting Exemption:


Date:     /     /     
Signature of Person Helping to Complete Form (if appropriate) 






Relationship to Person:



Revised: 7/1/2009 

Please complete the table below with your medication information.  (Most of this information can be found on your medication containers.)

	Medication
	Dose
	Physician/Doctor
	Why are you taking this medicine?

	     

	     
	     
	     

	     

	     
	     
	     

	     

	     
	     
	     


Your PST   FORMCHECKBOX 
Agrees  FORMCHECKBOX 
 Disagrees with the request (If disagrees, attach explanation with signatures.)

DO NOT WRITE IN BELOW THIS LINE

The regional committee members have reviewed the information presented by the individual and their interdisciplinary team, and recommend that the request be:  FORMCHECKBOX 
 Granted    FORMCHECKBOX 
 Denied

Signature


Date


Signature


Date

Signature


Date


Signature


Date

COMMENTS: 
     












     














     














I  FORMCHECKBOX 
 APPROVE    FORMCHECKBOX 
 DISAPPROVE the request to be exempt from the PRC/HRC Review Process.  If DISAPPROVED, the Psychotropic Medication needs PRC/HRC Review.

Signature of Regional Director: 





Date: 




COMMENTS: 
     












     














     














     














     














Revised: 7/1/2009

