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Restrictive or Intrusive Procedure(s) 
Has a person-centered facilitator assisted the team to consider alternatives? 
Select one
When physical management is requested, is a trainer involved per Oklahoma Administrative Code (OAC) 340:100-5-57?
Select one
When physical management is requested, has a healthcare provider assessed any health and medication concerns per Oklahoma Administrative Code (OAC) 340:100-5-57?
Select one
When medication has been prescribed that impinges upon bodily integrity (such as, but not limited to, modify hormone production), has informed consent been given?
Select one
When Yes:
When medication has been prescribed that impinges upon bodily integrity (such as, but not limited to, modify hormone production), has the DDS RN been notified to assess risks?
Select one
Do all team members agree with the inclusion of the requested procedures?
Select one
Does this person have a Protective Intervention Protocol?
Select one
Positive Support Field Specialist (PSFS) Determination
Select one
deadline)
Signatures
Routing Information
Case manager: After PSFS review, route to provider agency staff.
PSFS: Route to director of human resource development/behavior support services and appropriate area training supervisor when physical management skills are requested.
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