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PATIENT MOVEMENT PHYSICIAN ORDERS FOR BEHAVIOR MANAGEMENT AND RESTRAINTS
DATA PROTECTED BY PRIVACY ACT OF 1974
PERMANENT MEDICAL RECORD
FOR EACH SET OF ORDERS RECORD THE DATE AND TIME, SIGN AND CROSS OUT THE UNUSED LINES.
PATIENT IDENTIFICATION:
NAME:
CITE #/SSN
ALLERGIES:
ORIGINATING FACILITY:
DESTINATION FACILITY:
LAST MENSTRUAL PERIOD:
Physician Patient Movement Orders For Behavior Management and Restraints
DATE/TIME(ZULU)
NURSE'S SIGNATURE
DATE/TIME
PRN Orders are prohibited . Attach to  DD IMT 3899
1.  Type of Restraints
Leather
Soft
Other
4 Point
Other
Posey Vest
Padded Mitts (Therapeutic Devices)
2.  Position
Supine
Other
Self
Other
3.  Justification:  Danger to:
Too agitated/violent to administer sedatives
4. Least Restrictive Means to Attempt:
Medication Type/Route/Frequency:
Required for 1A, 1B
Other
5.  Time Limited Orders For Restraints (24 Hours Only)
4 hours for ages 18 and older
2 hours for children and adolescents age 9 to 17
1 hour for patients under age 9
Date/Time (ZULU) the restraint application will start:
6.  Level of Observation for Restraints (Behavior Management)
One-to-One
Other:
7.  Therapeutic Devices
Yes
No
8.  Expected Outcomes
Flight Nurse may remove restraints when patient is:
Calm/Cooperative
Decreased agitation
Reliably contracts
Heavily
Other
9.  Will receive a patient care team assessment if in
restraints for more than 72 hours.
Physician Signature/Date/Time:
Initiated by Flight Nurse/Date/Time:
Physician (name, location) notified by Flight Nurse/Date/Time(Zulu)
AF FORM 3899F, 20060819
Line-of-Sight- Required
Q 60 mins circulation check of all extremities- Required
Line-of-Sight- Required
Q15 mins circulation checks of all extremities- Required
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