PHYSICAL RESTRAINT CONTRAINDICATION CHECKLIST
Aspire Behavioral Care Client Onboarding — Physician Medical Clearance Form
To be completed by the client's licensed physician prior to initiating ABA services

	CLIENT INFORMATION

	Client Name:
	
	Date of Birth:
	

	Diagnosis:
	
	Date of Form:
	

	Parent/Guardian Name:
	
	Phone:
	



	PHYSICIAN INFORMATION

	Physician Name:
	
	Specialty:
	

	Practice / Clinic:
	
	License #:
	

	Phone:
	
	Fax:
	



	⚠  INSTRUCTIONS FOR PHYSICIAN
This client is enrolled in or being considered for ABA (Applied Behavior Analysis) therapy. As part of their individualized safety plan, staff may need to implement physical management/restraint procedures (per PCM — Professional Crisis Management) to prevent harm to the client or others. Please review the checklist below and indicate whether any of the listed conditions apply. Any condition marked YES must include clinical notes. This form will be kept in the client's file and reviewed by the supervising BCBA. In addition, signing off on this form does not mean/guarantee use of restraints with the client and serves only as a medical screening



	✓
	CONDITION / CONTRAINDICATION
	PRESENT?
	PHYSICIAN NOTES / RESTRICTIONS

	SECTION 1 — CARDIOVASCULAR & RESPIRATORY

	☐
	Cardiac condition (e.g., congenital heart defect, arrhythmia, cardiomyopathy)  (physical stress may elevate heart rate/BP)
	☐  YES      
  ☐  NO
	

	☐
	Respiratory condition (e.g., asthma, COPD, reactive airway disease)  (restraint may compromise breathing)
	☐  YES     
   ☐  NO
	

	☐
	History of respiratory distress or oxygen dependency
	☐  YES      
  ☐  NO
	

	☐
	Pacemaker or implanted cardiac device
	☐  YES      
  ☐  NO
	

	☐
	Uncontrolled hypertension
	☐  YES      
  ☐  NO
	

	SECTION 2 — MUSCULOSKELETAL & NEUROLOGICAL

	☐
	Bone density disorder (e.g., osteogenesis imperfecta, osteoporosis)  (fracture risk)
	☐  YES      
  ☐  NO
	

	☐
	Recent fracture, dislocation, or orthopedic surgery  (within last 12 months)
	☐  YES       
 ☐  NO
	

	☐
	Joint hypermobility or connective tissue disorder (e.g., Ehlers-Danlos Syndrome)
	☐  YES      
  ☐  NO
	

	☐
	Spinal instability or atlantoaxial instability  (common in Down Syndrome)
	☐  YES     
   ☐  NO
	

	☐
	Muscle tone abnormality (hypotonia or hypertonia)
	☐  YES      
  ☐  NO
	

	☐
	Seizure disorder / epilepsy  (include type and frequency)
	☐  YES      
  ☐  NO
	

	☐
	Shunt (VP shunt or other CSF diversion device)
	☐  YES       
 ☐  NO
	

	SECTION 3 — SENSORY & NEUROLOGICAL

	☐
	Severe sensory processing disorder that escalates with physical contact
	☐  YES      
  ☐  NO
	

	☐
	History of trauma or PTSD related to physical restraint or touch
	☐  YES       
 ☐  NO
	

	☐
	Self-injurious behavior that may be worsened by physical intervention
	☐  YES      
  ☐  NO
	

	SECTION 4 — MEDICATIONS & SEDATION RISK

	☐
	Current medications that affect muscle tone (e.g., baclofen, diazepam)
	☐  YES      
  ☐  NO
	

	☐
	Current medications that affect blood pressure or heart rate
	☐  YES      
  ☐  NO
	

	☐
	Current anticoagulants or blood thinners  (bruising/bleeding risk)
	☐  YES      
  ☐  NO
	

	☐
	Current sedating medications that may impair response to restraint
	☐  YES      
  ☐  NO
	

	SECTION 5 — OTHER PHYSICAL CONSIDERATIONS

	☐
	Significant obesity or body composition concern affecting safe holds
	☐  YES      
  ☐  NO
	

	☐
	Feeding tube, port, IV site, or other medical device on body
	☐  YES    
    ☐  NO
	

	☐
	Skin condition that may be aggravated by physical contact (e.g., open wounds, EB)
	☐  YES       
 ☐  NO

	

	☐
	Pregnancy
	☐  YES      
  ☐  NO
	

	☐
	Other physician-identified restriction not listed above
	☐  YES       
 ☐  NO
	

	SECTION 6 — PHYSICIAN-SPECIFIC RESTRICTIONS

	Please describe any specific physical restraint techniques that are PROHIBITED for this client:








	PHYSICIAN CLEARANCE STATEMENT
I have reviewed this client's medical history and the conditions listed above. To the best of my medical knowledge, the information provided is accurate and complete as of the date signed.
☐  This client has NO contraindications to physical restraint at this time.
☐  This client has contraindications noted above. ABA staff must review restrictions before implementing any physical management.
☐  This client should NOT be physically restrained under any circumstances. Alternative de-escalation strategies must be used exclusively.



	
Physician Signature
	
	
Date Signed

	
Printed Physician Name
	
	
NPI / DEA Number (optional)



This form is valid for 12 months from date signed or until a significant medical change occurs, whichever is earlier. Please return to the ABA intake coordinator. Questions? Email intake coordinator at: Intake@abcolorado.com
