OMHSAS-25-03 Attachment B

MEDICATION OVER OBJECTION APPEAL FORM

Instructions:
1. Completed by the individual who objects to medications, or another person helping or acting on the individual’s behalf, such as
staff member, family member, advocate, etc. Attach additional pages if needed.
2.  Immediately deliver form to CMO’s Office (fax, email, or hand delivery) at:

Name of Individual (Print): Patient Number: | Unit: Date:

On this date, | am reporting that | am objecting to prescribed medication (describe concerns):

I would like to appeal the decision to administer certain medication to me (provide any additional information):

If reporter is not the Individual, provide: Individual’s Signature/Date/Time
Relationship to Individual: Phone:

Address:

Received By (Name/Title): Date: Time:

FIRST LEVEL APPEAL DECISION

Explanation of Committee decision following conduct of the appeal proceeding (including documents offered for Committee’s

consideration):

| Client Rights Representative Signature/Date/Time




Individual’s Signature/Date/Time

Patient Received Copy of decision

SECOND LEVEL APPEAL FAX or EMAIL TO OMHSAS MEDICAL DIRECTOR

| request to appeal the Committee’s decision concerning forced administration of medication to the OMHSAS Medical Director:

Individual’s Signature/Date/Time

Questions/Concerns? Please contact the External Advocate Client Rights Representative Signature/Date/Time
Final Decision (if additional hearing held, date included):

OMHSAS Medical Director Signature

Patient Received Copy
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