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APPLICATION FOR RECERTIFICATION as a “Physical Restraint Free Center” under guidelines set out by the Restraint Free State Task Force under the auspices of the New Mexico Health Care Association (NMHCA).
Part One: DEMOGRAPHIC INFORMATION:

Name of Nursing Center: 









On what date was the initial “Physical Restraint Free Center” recognition conferred on the center? __/__/__

Physical Address of center:









Mailing Address (if different) 









Name of Nursing Home Administrator: 








Has the Administrator of Record changed since the initial recognition? Yes__  No__
Name of Director of Nursing: 









Has the Director of Nursing changed since the initial recognition? Yes__  No__
Name of President of Resident Council: 








Does the facility have an organized family council?  (circle one)   Yes     No               

If yes, provide contact information for head of family council. 

Name:







Address: 











Phone: 




 Email Address:





Contact information for the Administrator’s supervisor: 

Name:







Address: 











Phone: 




 Email Address:





Please provide contact information for local media:

	Media Format
	Media 
	Email address
	Contact Name & Phone Number
	Mailing Address

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Part Two: EVIDENCE OF YOUR CONTINUED COMMITTMENT TO RESTRAINT FREEDOM:

1. Culture Change Journey:
a. Have you completed the artifacts of culture change at www.artifactsofculturechange.org?  (circle one)   Yes          No
b. If so, when 

 and what was your most recent score? 



c. How often do you intend to complete “artifacts” scorecard? 



2. Attach copies of any written statements you make about being restraint free. This may be a policy or procedure about the use of physical restraints or simply a written statement that you share with prospective residents. Also include any educational materials you provide to new residents and/or resident family members regarding your commitment to not use physical restraints. 
3. Attach a copy your Quality Measures report printed for the 12-months prior to your application for Recertification. This should end with the most recent available report. If this shows any physical restraint usage, you will need to include detailed information about each instance of use that demonstrates that the usage was consistent with the exceptions allowed for under Section 483.13(a) of the Guidance to Surveyors of Long Term Care Facilities.

ATTESTATION OF CONTINUED FREEDOM FROM PHYSICAL RESTRAINTS
By our signatures below we attest that we continue to meet the criteria for recognition as a “Physical Restraint Free Center” under the criteria established by the Restraint Free State Task Force under the auspices of the New Mexico Health Care Association.

Specifically, we attest the following:

1. That no visits from the Division of Health Improvement, Health Facility Licensing and Certification Bureau have resulted in citations for deficient practices relating to F604 For a period of at least 12 months from the date of the application.
2. That there have been no substantiated grievances about the use of physical restraints for a period of at least 12 months from the date of the application.
3. That we recognize that audible alarms attached to residents and/or activated by resident movement carry many of the same negative side effects as physical restraints. We subject the use of audible alarms to the same scrutiny with which we make decisions about the use of physical restraints.

4. That we have informed employees, residents and family members about our “no physical restraints policies” and informed them that we are recognized as a physical “Restraint Free Facility.”

We the undersigned make these claims individually and as a group.

Printed Name of Administrator


Signature of Administrator

Date
Printed Name of Director of Nursing Services (DNS)
Signature of DNS

Date

Printed Name of President of Resident Council
Signature of President


Date

If the center has an organized group of family members complete the following section:

Printed Name of Group Leader


Signature of Group Leader

Date

The Attestation will be signed by the Administrator, the Director of Nursing Services, the President of the Resident Council and the President of the Family Council (if you have one).
RECERTIFICATION CHECKLIST
 FORMCHECKBOX 
 Completed Application for Recertification as a Physical Restraint Free Center
 FORMCHECKBOX 
 Copies of written materials that are used in employee, resident and family member education with regards to why you choose not to use physical restraints

 FORMCHECKBOX 
 Copy of Quality Measures report for the twelve months ending on the date of the application – with supporting documentation if this report shows any physical restraint usage

 FORMCHECKBOX 
 Attestation of Continued Freedom from Physical Restraints signed by all appropriate parties
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