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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTHCARE PROVIDERS AS NECESSARY

Physician Orders for Life-Sustaining Treatment (POLST)

First follow these orders, then contact Patient Last Name: Date Form Prepared:
Physician/NPIPA. E o I ]! ( ”}5 1
A copy of the signed POLST form is a legally valid |paien Firt Name: Patient Date of Birth:
physician order, Any section not completed implies Al '
full freatment for that section. POLST complements Wi Ll aany lis/lqwd
Sk an Advance Direclive and is not intended to | Patent Middle Nama: Medical Record # {opfional)
(Efective 112015} replace that document. K'I—l,l 3‘;}
A CARDIOPULMONARY RESUSCITATION (CPR): If patient has no pulse and is not breathing.
Check If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C.
Ona Igrnunpt Resuscitation/CPR (Selecling CPR in Section A requires selecting Full Treatment in Section B)
Do Not Attempt Resuscitation/DNR (Allow Natural Death)
B | MEDICAL INTERVENTIONS: If patient is found with a pulse and/or is breathing.
Chack El Full Treatment - primary goal of prolonging life by all medically effective means.
i In addition to trealment described in Selective Treatment and Comforl-Focused Trealment, use intubation,

advanced airway interventions, mechanical ventilation, and cardioversion as indicated.
(] Trial Period of Full Treatment.

[ Selective Treatment - goal of treating medical conditions while avoiding burdensome measures.
In addition 1o treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and IV
fivids as indicated. Do not intubate. May use non-invasive positive ainway pressure. Generally aveid intensive care.

L] Request transfer fo hospital only if comfort needs cannot be mel in cumrent localion.

d Co -Focused Treat - primary goal of maximizing comfort.

Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual freatment
of airway obstruction, Do not use lreatments listed in Full and Selective Treatment unless consisient with comfont
goal. Request transfer to hospital only if comfort needs cannot be met in current location.

Additional Orders:

-acility: MCSP

ARTIFICIALLY ADMINISTERED NUTRITION: Offer food by mouth If feasible and desired.
O Long-term arificial nuirition, incleding feeding lubes, Additional Orders:
Trial period of artificial nutrition, including feeding tubes.
No arificial means of nutrition, including feeding tubes,
lHFﬂRP_dl_ATiDH AND SIGNATUR
Discussed with: Patient {Patient Has Capacity} [0 Legally Recognized Decisionmaker
O Advance Directive dated available and reviewed — Healthcare Agent if named in Advance Directive:
O Advance Directive not available Mame:
O Mo Advance Directive Phone:

Signature of Physician / Nurse Practitioner / Physician Assistant (Physiclan/NP/PA)
My signaiure below indicales 1o the best of my knowiedge that these orders are consistenl wilh the patient’s medical condition and preferences.

Physi ian.rMP#AI Signature: frequired) Date:
VA—— lalslig

Print Physician/NPIPA Name: Physician/NP/PA Phone # | Physician/NPIPA License #

rJ 20%- 274 - 139u0l 5315

Signature of Patient or Legally Recognized Decisionmaker
| 2m aware (hat this form is volunlany. By signing this form, the legally recognized decisionmaker acknowiedges that this request regarding
resuscilalive measures is consistent with the known desires of, and with the besl interast of, the patiant who is tha sugﬁmm fam.

__sed]

*Farm verssons with effective dates of 1712009, 4020010 ar 10012014 are alzo valid VL__..--'

Print Mame: Relationship: fwrite se if pabsaf)
l.)",' A

“ lals)g
Phone Number: Office Usa Only:

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTHCARE PROVIDERS AS NECESSARY

Patient Information

MName {last, first, middle): " Date of Birth: Ge :
(zmpkder Wi | hidn ‘Q_Bjﬁﬂlg"& e
NPIPA's Supervising Physician Preparer Name (if other than signing Physician/NP/PA)
Mame:; MNameTitle: FPhone #
K Mmabha o 9. 374-Han
Additional Contact [ None E
Mame: Relationship 1o Patient Fhone #:

Directions for Healthcare Provider
Completing POLST

e o i il 1 i e T o e m————

=« Completing a POLST form is voluntary. California law requires that a POLST form be followed by healthcare providers, and
provides immunity to those who comply in good faith. In the haspital sefting, a patient will be assessed by a physician, or @ nurse
practitioner (NP) or a physician assistant (PA) acting under the supervision of the physician, who will issue appropriate orders that
are consistent with the patient’s preferences.

+ POLST does not replace the Advance Directive. When available, review the Advance Directive and POLST form to ensure
consistency, and update forms appropriately to resolve any conflicts.

- POLST must be completed by a healthcare provider based on patient preferences and medical indicalions.

« A legally recognized decisicnmaker may include a court-appoinied conservator or guardian, agent designated in an Advance
Directive, orally designated surrogate, spouse, registered domesiic pariner, parent of a minor, closest available relative, or person
whom the patient's physician/NP/PA believes best knows whal is in the patient's best interest and will make decisions in accordance
with the patient's expressed wishes and values to the extent known.

+ A legally recognized decisionmaker may execute the POLST form only if the patient lacks capacity or has designated that the
decisionmaker's authority is effective immediately.

« To be a valid POLST, the form must be signed by (1) a physician, or by a nurse practitioner or physician assistant acting under tha
supervisicn of a physician and within the scope of prachice authorized by law and (2) the patient or decisionmaker. Vierbal orders are
acceptable with follow-up signature by physician/NP/PA in accordance with facility/community policy.

« If a ranslated form is used with patient or decisionmaker, attach it to the signed English POLST form.

- Use of eriginal form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A copy should be
__retained in patient's medical record, on Ulira Pink paper when possible.
Using POLST i = s
= Any incamplete section of POLST implias full treatment for that section.

Seclion A

- If found pulseless and not breathing, no defbnillator (including automated external defbrillators) or chest compressions should be
used on a patient who has chosen "Do Not Attemp Resuscitation.”

Section B:

« Whan comfort cannot be achieved in the current setting, the patient, including someone with “Comfort-Focused Treatment,” should
be transferred to a setting able to provide comfort (e.g., treatment of a hip fracture).

« Non-invasive positive aitway pressure includes continuous positive ainway pressure (CPAP), bi-level positive airway pressure
{BiPAP), and bag valve mask (BVM) assisted respirations.

- IV antibiotics and hydration generally are not "Comfort-Focused Treatment.”

- Treatment of dehydration prolongs kfe. If patient dasires IV fuids, indicate ~Selective Treatment” or “Full Treatment.”

- Depending on local EMS protocol, “Additional Orders” written in Section B may not be implemented by EMS personnel.
_Reviewing POLST _
It is recommendad that POLST be reviewed periodically. Review is recommended when.
« The pafient is transferred from one care setting or care level to another, or
« There is a substantial change in the patient’s health status, or
| + The patient's treatment preferences change.
‘Modifying and Voiding POLST e s : :
« A patient with capacity can, at any time, request allemative treatment or revoke a POLST by any means that indicales intent to

revioke. It is recommended that revocation be documented by drawing a line through Sections A threugh D, writing "VOID" in large

letters, and signing and dating this line. _ N
« A lagally recognized decisionmaker may request to modify the orders, in collaboration with the physicia nNP/PA, based on the

known desires of the patient or_if unknown, the tient's best interests. _
This form is approved by the Califarnia Emergency Medical Services Authority in cooperation with the slatewice POLST Task Force.
For more information or a copy of the form, visi wrw, CaPOLST.org

D FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
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