MICHIGAN CITY AREA SCHOOLS
STAFF PROCESSING OF SECLUSION AND OR RESTRAINT REPORT
Students Name:  _______________________________________________________
Racial/Ethnic Status of Student:  _________________________________________
School:  ______________________________________________ Grade:  _________
Date and Time of the Incident:  ___________________________________________
Parent Notification:  Time:  ____________ Date:  ____________________________
Staff Member Completing this Form:  ______________________________________

1. Objective Oversight Report:  A staff member not involved with the incident shall examine the student to ascertain if any injury has been sustained during the seclusion or restraint.  Use the COPING Method below for staff and the student.
Objective oversight employee signature:  ___________________________________________
2. Staff Debriefing:  it is expected that each staff member involved in an incident will engage in a de-briefing or processing session(s) in order to determine:
a. [bookmark: _GoBack]Incident (attach the incident report)
b. Student (attach COPING Method) 
c. Staff involved (attach COPING Method)
         
Staff member completing this form signature:  ___________________________



Forward the completed to the Director of Special Education within 2-days of the incident along with the Incident Report. 

