
                                              
Attachment A


Department of Mental Retardation

Request for PRC 

To Review

Behavior Modifying Medication and/or Aversive Procedure
Region:      
TO:  

PRC Liaison

FROM:
Name:      


Address:       


Agency/facility Name:      


Fax No.           Phone No.      
RE:

Request for PRC Date


DATE:
     
IDT/Case Manager to Complete Boxes Below:

	Name:      DMR #      
Address:      
Agency/Facility Name:      
Reason for Request:  

        Medication:           New         Dose Change         Range Change     
        Aversive Procedure:        Restraint         Noxious       Other      


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

	1.      
	     

	2.      
	     

	3.      
	     

	4.      
	     

	Aversive Procedure:    Describe

	1.      

	2.      

	3.      


PRC Liaison to Complete Box Below:

	PRC Scheduled Date:              Date Faxed/Sent to Agency/Facility:      
Materials Due Date:              Complete Packet Received Date:       



9/03


