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	RISK AGREEMENT - participant

	Completion of this form is voluntary, it serves as documentation of a conversation about identified risk(s).
Risk assessment is an integral part of the assessment and service planning process. The Risk Agreement must be completed based on this assessment but should not be considered a one-time means of documenting the discussion of risk with the participant
. Agencies should periodically re-assess or re-evaluate the presence of risk at an interval consistent with the level of risk identified and revisit/revise the Risk Agreement and service plan as indicated. The expectation is that when the presence of risk is re-assessed or re-evaluated, a new risk agreement is completed.

	Name – Participant

     
	Name – Agency

     

	Name(s) – Persons involved in risk identification and reduction discussion

     

	1.
Describe source of risk(s) identified by agency/team [e.g., exhibited behavior or choice not to accept service(s) or follow prescribed treatment, medication, therapy regimen; includes risk/hazard(s) in the person’s environment (side rails on hospital bed, lap belts on wheelchair, etc.)].

     

	2.
Describe agency/team-identified negative outcome/harm that may result from the participant’s choice, the participant’s preferred course of action, or his/her inaction (e.g., decline in physical/emotional health or ADL/IADL capacity, injury, asphyxiation).

     

	3.
Describe participant’s perception/understanding of risks(s) identified and his/her preference for addressing it. 
     

	4.
What alternative measures may be employed by contracted agencies, county, the participant, or by his/her informal supports to minimize risk, reduce negative outcome(s) identified in #2 above? (e.g., education, adaptive equipment; increased frequency of contact by agency/family, improve network of informal supports) 

     

	5.
Describe negotiated plan/agreement reached, including time frames/dates for follow-up, reassessment and review of the plan and risk agreement.
     

	· The risks identified by the agency/team and described above have been explained to me. I understand the alternatives available to address them and I accept the risk(s) associated with my choice, decision or preferred course of action.

	
	
	
	
	

	
	SIGNATURE – Participant / Legal Representative
	
	Date Signed
	

	
	
	
	
	

	
	SIGNATURE – RN / CM / SSC / IC
	
	Date Signed
	


� Participant when used above means the program participant or his/her legal representative (e.g., guardian, activated POA-HC, or parent of a minor child.)





