
     
 

 
 

 01  

 

 
 06 

CMS-10455 
OCN: 0938-1210

DEPARTMENT OF HEALTH AND HUMAN SERVICES Expiration Date: 07/31/2021CENTERS FOR MEDICARE & MEDICAID SERVICES 

REPORT OF A HOSPITAL DEATH ASSOCIATED WITH RESTRAINT OR SECLUSION
 
 
 
A. Hospital Information: 
Hospital Name CCN 

Address 

City State Zip Code 

Person Filing the Report Filer’s Phone Number 

B. Patient Information: 
Name Date of Birth 

Primary Diagnosis(es) 

Medical Record Number Date of Admission Date of Death 

Cause of Death 

C. Restraint Information (check only one): 

Type (check all that apply):
 Physical Restraint Seclusion Drug Used as a Restraint 

If Physical Restraint(s), Type (check all that apply): 

Side Rails 08 Take-downs
 02 Two Point, Soft Wrist  09 Other Physical Holds (specify): 
03 Two Point, Hard Wrist 10 Enclosed Beds
 04 Four Point, Soft Restraints  11 Vest Restraints
 05 Four Point, Hard Restraints 12 Elbow Immobilizers 

Forced Medication Holds  13 Law Enforcement Restraints 
07 Therapeutic Holds 

If Drug Used as Restraint: 
Drug Name Dosage 

While in Restraint, Seclusion, or Both 
Within 24 Hours of Removal of Restraint, Seclusion, or Both 
Within 1 Week, Where Restraint, Seclusion or Both Contributed to the Patient’s Death 

 CMS-10455          OMB 0938-1210 / Expiration date: 07/31/2021

1 


	While in Restraint, Seclusion, or Both: Off
	Within 24 Hours of Removal of Restraint, Seclusion, or Both 2: Off
	Within 1 Week, Where Restraint, Seclusion or Both Contributed to the Patient’s Death 3: Off
	Physical Restraint: Off
	Seclusion: Off
	Drug Used as a Restraint: Off
	01 Side Rails: Off
	02 Two Point, Soft Wrist: Off
	03 Two Point, Hard Wrist: Off
	04 Four Point, Soft Restraints: Off
	05 Four Point, Hard Restraints: Off
	06 Forced Medication Holds: Off
	07 Therapeutic Holds: Off
	08 Take-downs: Off
	09 Other Physical Holds: Off
	10 Enclosed Beds: Off
	11 Vest Restraints: Off
	12 Elbow Immobilizers: Off
	13 Law Enforcement Restraints: Off
	Hospital Name: 
	CCN: 
	Address: 
	City: 
	State: 
	Zip Code: 
	Person Filing the Report: 
	Filer’s Phone Number: 
	Name: 
	Date of Birth: 
	Primary Diagnosis(es): 
	Medical Record Number: 
	Date of Admission: 
	Date of Death: 
	Cause of Death: 
	Other Physical Holds (specify): 
	Drug Name: 
	Dosage: 
	Disclaimer: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.  The valid OMB control number for this information collection is 0938-1210.  The time required to complete this information collection is estimated as an average 20 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection.  If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850. *****CMS Disclaimer*****Please do not send applications, claims, payments, medical records or any documents containing sensitive information to the PRA Reports Clearance Office.  Please note that any correspondence not pertaining to the information collection burden approved under the associated OMB control number listed on this form will not be reviewed, forwarded, or retained. If you have questions or concerns regarding where to submit your documents, please contact HospitalSCG@cms.hhs.gov. 


