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210 E. Hunter Dr. Globe, AZ 85501 
 

 

W E I G H T     W A I V E R 

 

R9-10-808(A)(3), a manager shall ensure that the service plan for a resident receiving directed care services 

includes: Documentation:  

  a. Of the resident’s weight, or  

  b. From a medical practitioner stating that weighing the resident is contraindicated 

 

Policy and Procedure 

 A licensee shall provide to each resident receiving personal care services shall have documentation 

of a resident's weight for each resident receiving medication administration or nursing services. A 

resident's weight shall be recorded in the resident's service plan when a resident's service plan is 

developed or updated. 

 

 A licensee of an assisted living facility providing services to a resident who is unable to direct self-

care shall provide documentation of a resident's weight. A resident shall be weighed and the 

resident's weight recorded in the resident's service plan when a resident's service plan is developed 

or reviewed. 

------------------------------------------------------------------------------------------------ 

Physician Order and Resident Weight Waiver: 

 

 Above resident name is a patient under the care of ___________________________________.  This 

resident qualifies for exemption from the requirement for weighing because of the following: 

 ___Resident cannot tolerate the movement required to be weighed.  

 ___ Resident weigh is contraindicated 

 ___ (Precise and specific reason why the resident cannot be weighed) 

 ___Arm circumference (equation or calculation formula to be given by RN) 

Weight exemption is in effect until further notice or while he/she is receiving services from 

___________________________________________________________________ (Hospice). 

 

Hospice: __________________________________________ Phone: _______________________ 

Resident Name: ____________________________________________________________________ 

Facility Manager: _________________________________ Phone : ________________  

 

________________________________________   _____________ 

Physician’s Signature             Date 


