PATIENT/FAMILY EDUCATION ON RESTRAINT USE 

(Developed by St. Michael’s Hospital)

Date:______________________________________ 
______ Informed patient/family about concern for patient safety 
______ Discussed alternative strategies that may be utilized to minimize safety risks 
______ Discussed risks of restraint use and non-use 
______ Informed patient and family that staff are open to any feedback or suggestions 
  regarding restraint use 
______ Patient and/or family/responsible party acknowledged understanding of restraint 
  use 
With whom did you review this checklist? 
Patient ______________________________________ 
Family/name(s) _______________________________ 
Responsible Party/name(s) ______________________ 
Comments:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

Nurse’s Signature________________________________________________________ 
