This page is a Physician Order Sheet based on patient/resident wishes and
medical indications for life-sustaining treatment. It summarizes any Advance
Directives. Any section with blocks not checked must have “other
instructions” indicated. When need occurs, first follow these orders, then
contact physician / other healthcare practitioner.

Last Name of Patient/Resident

Physician Orders
For Life-Sustaining Treatment (POLST)

First Name/Middle Initial of Patient/Resident

Date of Birth
!/

Gender
M F

B

Section | Resuscitation. Patient/resident has no breathing and has no pulse. For all other medical circumstances, refer to
A “Section B, Medical Intervention.”
Check One . .
Box Only O Resuscitate O Do Not Resuscitate (DNR)
Section | Medical Interventions. Includes Emergency Medical Services. Patient/resident has pulse and/or is breathing.

O Comfort Measures Only. Oral and body hygiene, reasonable efforts to offer food and fluids orally.
Medication, positioning, wound care, warmth, appropriate lighting and other measures to relieve pain and

suffering. Privacy and respect for the dignity and humanity of the patient/resident. (No Further Tests or
Labs.)

D

Check O Limited Interventions. All care above and consider oxygen, suction, treatment of airway obstruction
One Box
Oul (manual only).
nly O Advanced Interventions. All care above and consider oral/nasal airway, bag-mask/demand valve, monitor
cardiac rhythm, medication, IV fluids.
O All Care Above plus CPR, intubation and defibrillation.
Other Instructions.
Section Antibiotics
C O No antibiotics except if needed for comfort
O No invasive (IM/IV) antibiotics
Check O Full Treatment
One Box O No decision made at this time
Only Other Instructions.
Section Artificially Administered Fluids and Nutrition. Oral fluids and nutrition must be offered if medically feasible.

O No feeding tube/IV fluids (provide other measures to assure comfort)
O No long term feeding tube/IV fluids (provide other measures to assure comfort)
O Traditional Care

heck . . o e
Oi ee}§ ox O No decision made at this time
Only Other Instructions:
Section Transfers
E O Do Not Hospitalize

O Transfer Only if Comfort Measures Fail
O Transfer Per Facility Policy
O Other Instructions:

Physician Name (print) Physician Phone Number

Day: Eve:
Physician Signature (mandatory) Date
Concurring Physician Date
(if applicable)

ORIGINAL FORM SHOULD ACCOMPANY PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED

This material was prepared by GMCF, the Medicare Quality Improvement Organization for Georgia, under contract with the Centers for
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CARE PLAN REVIEW DOCUMENTATION

Patient/Resident Preferences/Documents on File

I have given significant thought to life-sustaining treatment. I expressed my preferences to my physician
and/or health care provider(s). The following have further information regarding my preferences:

Court-appointed Guardian ONO
DPAHC CONO
Living Will ONO
Other: ONO

OYES - Attach copy of documentation
OYES - Attach copy
OYES - Attach copy
OYES - Attach copy

Please review these orders at all care planning conferences or if there is a substantial change in my health

status such as:

Close to death Improved condition

Extraordinary suffering

Advanced progressive illness

Permanent unconsciousness

Signature of Patient/Resident or Guardian/Health Care
Agent

Agent Phone Number

Day:

Eve:




Signature of person preparing Form Preparer Name (print) Date Prepared

Review of this POLST Form

Date of Review Reviewer Reason for Review Out come of Review

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

No Change

FORM VOIDED, new form completed
FORM VOIDED, no new form

OO0O0O0O0O000O000OO0o00OoooooOooono

ORIGINAL FORM SHOULD ACCOMPANY PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED




