New Resident/New Intervention Interdisciplinary Team (IDT) Decision Notice 
[Facility Name Here]

Resident/Patient Name: ______________________________________ Date:  ____________

PLEASE TAKE NOTICE that your physician, ________________________________________, has determined that you lack the capacity to make medical decisions for yourself. The determination was based upon: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In addition, the facility has determined that a legal decisionmaker is not available. Therefore, medical decisions for you will be made by the facility’s interdisciplinary team (IDT) which will include your physician, a registered nurse responsible for your care and other appropriate staff along with a patient representative. For all orders requiring informed consent the IDT will review the proposed physician order along with its risks, benefits and alternatives, your known preferences, and all current treatments described in your medical record.

PLEASE TAKE NOTICE that the following has been proposed by your physician and the IDT will decide whether to authorize this proposal: (List items requiring informed consent) _______________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

      Additional form attached (if needed).

The IDT is scheduled to meet on (date) ________________________   at (time) ____________a.m./p.m.  

Facility Medical Director (name/phone): ____________________________________________________
Prescribing Physician (name/phone): _______________________________________________________
[bookmark: _Hlk31969964]
You have the right to have a representative participate in the IDT. The facility will exercise reasonable diligence to locate a representative for you. If one has been identified their contact information is as follows:
Name: _________________________________________________________________
Mailing Address: _________________________________________________________
Email Address: ___________________________________________________________
Phone Number: __________________________________________________________











Additional resident advocacy may be requested through the Long-Term Care Ombudsman Program (LTCO) and Disability Rights California (DRC)
	Long-Term Care Ombudsman
	Disability Rights California

	[Local Contact]
	[Local Contact]

	[Mailing Address]
	[Mailing Address]

	[Email Address]
	[Email Address]

	[Phone Number]
	[Phone Number]



If you disagree with any of the above determinations, use of IDT process or IDT decisions, you have the right to seek judicial review under Health & Safety Code section 1418.8(j).

If you have concerns, please notify the IDT immediately or as soon as possible. Contact: [contact name/title and phone number]

Additional notice was provided in writing to ________________________________________ 
[bookmark: _GoBack]by (IDT Representative) ____________________________________ on (date) ____________

Verbal/Written notice provided to resident/patient on (date): __________________________
By (IDT Representative name): ___________________________________________________

Signature (IDT Representative): __________________________________________________ 


The IDT met on (date) ________________________   at (time) ______________________a.m./p.m.  
IDT authorized the proposed intervention

 IDT did not authorize the proposed intervention   
   
IDT authorized the following modified intervention: __________________________________________________________________________________________________________________________________________________________________________ 

PLEASE TAKE NOTICE that the IDT will implement the intervention (if any) described above beginning (date) __________________ (reasonable period for judicial review).

If you disagree with any of the above determinations, use of IDT process or IDT decisions, you have the right to seek judicial review under Health & Safety Code section 1418.8(j).

IDT Representative Name/Signature: ______________________________________ Date: ___________
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