Community Living Brant – Rights Committee 
INITIAL PRESENTATION
Meeting Date:  
Person’s Rights Number: 
Restriction # and Type: 

NOTE:  For the initial presentation, the Committee likes to meet the individual, but if that is not possible you could bring a picture, etc. 
· This format is to be used only when requesting a NEW restriction.
· The proposal must be submitted to the Administrative Assistant 10 days prior to the meeting.
    The date it is due will be included in the request email.
	SECTION A: Please complete all information in this section: 

	Person’s Name (first name and last initial ONLY) or Anonymous 
	

	Person’s Age 
	

	Consent: (Please attach a copy of the informed consent that is for a period not to exceed 6 weeks)
	

	
	

	1. PROPOSED RESTRICTION: 

	
a)  Type of Restriction: 
	

	b) Length of time for the requested restriction and update(s) to Committee: 
	

	c) Description of restriction/proposed activity in detail, including less intrusive measures and most effective strategies that have been tried before submitting this restriction. 


	

	2.  HISTORY:                                                                                          (Do not duplicate history information that will be in the “Individual Profile”.)
	

	3. INFORMATION: Include pertinent personal  information as it pertains to proposed restriction, i.e. reason for restriction including all processes/ methods/support procedures that have been tried, length of time and results.  
	

	
	

	4.  EXPECTED RESULTS OF A RESTRICTION 
  

	a) List the expected benefits of this restriction for the person 
	

	b) List the risks of this restriction to the person
	

	c) List the risks of no restriction to the person
	

	
	

	5.  PLANS TO OVERCOME THE RESTRICTION

	a)  Outline of future plan to overcome the restriction, including safeguards
	

	b) Timelines of plan (lay out as daily/weekly/monthly etc. depending on plan)
	

	
	

	Section B: ONLY Complete This Section For A “Psychotropic Medication” Restriction.

	a) Name of Psychiatrist.  
If no Psychiatrist, which Physician monitors this medication. 
	Psychiatrist: 
General Physician: 

	b) Psychotropic Medication   

       List each psychotropic medication separately. 


	Medication
	Listed Side Effects


	Side Effects Experienced by the person 

	c) 
	1. 
	
	

	d) 
	2. 
	
	

	e) 
	3. 
	
	

	
	4. 
	
	

	
	5. 
	
	

	
	6. 
	
	

	
	7. 
	
	

	f) Medication Dosage
	

	1.) Dosage


	

	2.) How long has the person been on current medication(s) and dosage?
	

	3.) When was the last time it was reviewed to determine whether it should increase or decrease?
	

	4.) Date of last review by Psychiatrist/Physician? 
	

	g) Blood Work 
	

	1.) Is blood work required for this medication?  
	

	2.) If so, provide dates.
	

	h) PRN Protocol (if applicable): Form To be attached to restriction proposal
	Completed, on file, and signed by: _______________________ Clinician                                   Date: 


	i) PRN Usage for past 3 years
	# in 20 ___ = ________
# in 20 ___ = ____                # in 20 ___ = ____  
Reasons:

	1.) Please provide specific reasons for increase or decrease in PRN usage over each year.


	

	j) Number of times PRN given pro-actively. 
	

	k) When were the 2 times this PRN Protocol was reviewed by the person’s support team in the past 12-month period?
	Date:
Date:

	l) How were strategies suggested for use in this PRN protocol monitored for effectiveness in assisting the person?

	

	m) Please provide brief summary of the impact of   using this PRN has had on the person in the past year. 
	

	n) Please identify any changes or recommendations being made to the prescribing clinician based on the past year.

	

	Section C:  ONLY Complete This Section For A  “Behaviour Support Plan” Restriction

	a) Is this plan a result of 3 crisis situations in the past 12 month period? If yes please describe.


	

	b) Describe how the clinical support team will be monitoring the plan. 
	

	c) When and how will this plan be reviewed by  the   person’s support team 2 times in next 12-month period?
	

	d) Describe what behaviour(s) is/are being addressed in the  plan.
	

	e) A copy of the “Behaviour Support Plan” must be 
    provided to the Committee with this request. The  
    plan must include:
· Name, title, and agency of the person who approved the plan.

· The least intrusive and most effective strategies as possible. 

· How the person’s living environment, including the physical space, and support and social networks was reviewed to identify possible causes of challenging behaviour and how were changes made to the living environment to reduce or eliminate those causes.  


	

	Date: 
	

	Completed by: 
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