DHHS Office of Aging & Disability Services
Safety/Protective Device (s)
Request Form

Name: 





D.O.B.:

Program:





Tele:

Annual PCP Date:

Guardian:

Contact Person:




Tel:

Physician:




Physician’s Recommendation(s)


As Physician for the above named person I recommend the following Protective Devices:





Description of Protective Device�
Purpose of the Protective Device�
When the device will be used�
�
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_______________________________		____________________


Physician’s Signature						Date





Team’s Approval


The Team met on ____________and approved the use of the above Protective Devices recommended by the Physician.





Guardian’s Approval


As guardian for the above said person I approve the use of the Protect Device(s) that are recommended by the Physician and approved by the Team.





_______________________________		___________________


Guardian’s Signature					Date





Administrative Check


Physician’s Recommendations


Team Meeting Minutes


Three Person Committee Form Complete


Guardian’s Approval


3 Point match (Team meeting minutes, Physician’s Recommendations, 3-Person Committee Form)








