Department of Developmental Services 



Attachment E
Human Rights Committee
Face Sheet


cc:  Person Submitting Request, Case Manager

Original:  File 




Attachment E – Human Rights Committee Request  for Review 71//09

Human Rights Committee Recommendation 


 


Date of Review: _______________________ 


 


(  Approved 			(  Disapproved 	   	    	 (  Approved with Qualifications 





Comments: 													





														





														





														





HRC Signatures:		______________________________		 __________________________ 





______________________________		 __________________________ 





______________________________		 __________________________ 





______________________________		 __________________________ 





(  HRC does not request further review 





(  HRC requests periodic review in _______ months/years		(  Presentation		(  Paper Review 





 


Individual’s Name: 						DDS #: ____________ DOB: 			





Residence: 						  Provider: 						





Guardianship Status: 			   Name of Guardian: 							





Name & Title of Person Submitting Request for Review: 					  Phone #			





Case Manager: 					Agency Contact person:						


									(Name and  number) 











Request 


(  Restrictive Intervention (e.g. limited or restricted access to items/areas, dietary/behavioral restrictions)           


(  Intrusive Program/Device (e.g. monitors, alarms, searches)  


(  Aversive Procedure (e.g. physical isolation, physical, mechanical and chemical restraints)


(  Restitution (response cost, reimbursement for excessive use of or damage to property/resources)	


(  Pre-sedation Medication (for ICF facilities only)         











Regional Director Review


(  Approved 			(   Disapproved			(  Approved with Qualifications 


Comments: 													





														





														





														





Regional Director Signature: 						      Date:				











