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REQUIREMENTS

To:  	 Director of Health Information Services

From:  	Risk Management

Date: 	 _____ / _____ / _____

Re:	 CMS Death Reporting Requirements	

Please file this memo under “Correspondence” in the patient record stated below as verification that CMS was contacted 
concerning requirements with the use of restraints and death:

Patient Name:________________________________________________________________________________________

Medical Record Number: _______________________________________________________________________________

Financial Number: _ ___________________________________________________________________________________

Date(s) of Hospital Stay: ________________________________________________________________________________

Time and Date of Death: _ ______________________________________________________________________________

❑ Report made to CMS: ________________________________________________________________________________

Time and Date/Person Reporting to CMS: __________________________________________________________________

❑ Recorded on Internal Log: _ ___________________________________________________________________________

Original copy of this form is kept in Risk Management
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