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Dementia at End of Life Overview

Hospice or Palliative Care?

Hospice FAST Scale for Dementia

Facilitate better understanding of Advance care
documents:
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* Living Will / Healthcare power of Attorney / Medical
Orders for Scope of Treatment (MOST) / Golden Rod

 Understanding North Carolina Hierarchy for
surrogate decision makers

Do Not Resuscitate (DNR) vs. Do Not Intubate (DNI)
status
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Dementia at End of Life Overview

Case Example

Alma had been forgetful for years, but even after her family knew that Alzheimer’s
disease was the cause of her forgetfulness, they never talked about what the future would
bring. As time passed and the disease eroded Alma’s memory and ability to think and

speak, she became less and less able to share her concerns and wishes with those close to
her.

 This made it harder for her daughter Sylvia to know what Alma needed or wanted.
When the doctors asked about feeding tubes or antibiotics to treat pneumonia, Sylvia
did not know how to best reflect her mother's wishes. Her decisions had to be based on

what she knew about her mom 'S values rather than on what Alma actually said she
wanted. SK 3 |

SZ2) Atrium Health



Dementia at End of Life Overview

* People can live with Alzheimer's or Parkinson's dementia for
several years

- However, these are considered incurable, terminal diseases
that eventually result in death.

- Dementia causes the gradual loss of thinking, remembering,
and reasoning abilities

* Limits loved ones who want to provide supportive care at the
end of life to know what is needed.
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Dementia at End of Life Overview

- Quality of life is an important issue when making healthcare

decisions for people with dementia

- Some medicines may help to control some of the behavioral
symptoms associated with the disease or to delay the progression

in cases especially to mild to moderate Alzheimer's dementia.
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Dementia at End of Life Overview

- When making decisions for someone else near the end of life,
consider the goals of care and weigh the benefits, risks, and side

effects of the treatment

- Many people are unprepared to deal with the legal and financial

consequences of a serious illness such as Alzheimer's disease.
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Dementia at End of Life Overview

- “Legal and medical experts encourage people recently
diagnosed with a serious illness-particularly one that is
expected to cause declining mental and physical health-to
examine and update their financial and health care

arrangement as soon as possible!”
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Dementia at End of Life Overview

- Basic legal and financial instruments, such as a Living Will, a
living trust, and Advanced Directives documents are available
to ensure that the persons late stage or end-of-life healthcare

and financial decisions are carried out.
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Hospice or Palliative Care?

Palliative Care

Treatments that support alleviating symptoms of chronic,
life-threatening diseases. (Heart failure, COPD,

Parkinson's, and dementias)

- Patient's health approach is a curative plan
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Hospice or Palliative Care?

Hospice Care

 Treatments that support and facilitate comfort and

transitioning from life to death.

« When conventional treatments have failed, illness remain

incurable, or the progression of a disease has not slowed down
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Hospice or Palliative Care?

Hospice Care

- Hospice can be offered in the home, skilled nursing or assisted

living facilities, or Hospice Houses.

« Many patients and families wait too long to consider hospice

care services.
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Hospice or Palliative Care?

Hospice Care

- The FAST Scale is a 16-item scale designed to parallel the
progressive activity limitations associated with Alzheimer’s

disease.

« Stage 7 identifies the threshold of activity limitation that would
support six-month prognosis; however all sub stage FAST Scale

indicators under stage 7 must be present.
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Advance Care Planning

‘Process by which patients and their clinicians engage
in discussions about future goals of care and
preferences at the end of life

‘Patients should be encouraged to discuss their care
Iorefﬁrences with not only their clinician but also their
oved ones

‘Fully informed patients with decisional capacity have
the right to forgo or terminate life-sustaining
treatments
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Care Alignment Tool (CAT)

Care Alignment Tool

Advance Directive Documents (Living Wil & Power
of Attorney) currently in EMR

Have you filled out any papers that name a person who
can make health choices for you if you are unable to make

|Wa Advance Directive documents available 1f documents  Ehose choices yourself? .
are present, ’ ‘
answer "Yes" O Yes O No ‘

Please identify and scan paperwork - Living Will/ MOST form/ Power of Attorney/Goldenrod (DNR/DNI) ‘

What does the patient/decision maker understand about their medical condition and the natural course of their disease? “‘

Segoe Ul vis v @ BB BUJS EEE

What is the patient/decision maker's biggest fear or concern for the future?

O Pain and suffering O Lass of physical function O Death O Other:

(1 Becoming & burden to my family ) Lass of mental function O Mo fears or concems

Would you fike to talk about your care goals? | Ye5 O Mo Discussion Time minutels]

What is the most important goal for this patient? Patient Desires “‘

) Langevity - [ Molntubation ] Mo PEG

Full Aggressive Treatment

O Maintenance of function Palig!rrl; Desires - ] No CPR [ Mol Fluids

() Care focused on comfot Comfort > ] MoDiglsis [ Mo Antibiatics

Most Important Goal Comments ’

Segoe U Je V@ ym@BUIS EES A4

To Be Completed by the Provider (if applicable) “‘

Take the above information into consideration, what is the current code status for the patient? ‘

O Full Code O Limited Codz O Allow Matural Death [DNR]

Please consider completing the MOST form if appropriate. *If DR status, go to Orders to place DNR order.®

Guide for GOC Discussions
Complete on admission,
ED encounters, SNFs, or
with changes in advance
directives

Obtain permission to talk
about goals

Document goal comments
Designhate Code Status
Complete MOST or DNR if

appropriate $&) AtriumHealth



Care Alignment Tool (CAT): Final Report

Document Type: Care Alignment Tool Form - Text

Document Date: February 01, 2019 10:54 EST

Document Status: Auth (Verified)

Document Title/Subject: Care Alignment Tool

Performed By/Author: WILLIAMS | MELISSA W MNP on Februarny 01, 2019 13:08 EST
‘erified By: WILLIAMS | MELISSA W MNP on February 01, 2019 13:08 EST
Encounter info: 6434203657, CMC, OBS - Observation, 2/1/2019 -

* Final Report*

Care Alignment Tool Entered On: 2/1/2019 13:10 EST
Performed On: 2/1/2019 10:54 EST by WILLIAMS . MELISSA WV NP

Care Alignment Tool
Advance Directive Documents (Laving Wil & Power of Attorney) currently in EAF - Mo Advance Directive documents available.

Have you filled out any papers that name a person wiho can make health chorces for you i you are unable fo make those chorces
yoursefif? - Mo

What does the patient'decision maker understand about their medical condiion and the natural course of their diseasse? - Patient
wverbalizes understanding of her overall health, and she states compliance with medications and follow-up PCP appointments. Her
daughter at bedside also understands the patient's past medical history. She assist the patient with transporation to appointments.

Biggest FearyConcermn - Mo fears or concerns

Agree fo Goals of Care Discussion: Yes

CAT Diiscussion Time - 20 minute(s)

Most imporant Goal - Care focused on comfort

FPatient Desires - Mo Intubation, Mo CPR. Mo Dialysis. Mo PEG

Most imporant Goal Comments - Patient states that her primary goal is to maintain her current level ofindependence and to be
comfortable. She states that at this juncture of her life, that she would decline resuscitative interventions to prolong her life in the event of
cardiac arrest She desires to experience a natural death. Extended discussion regarding MOST form which was completed at bedside.
The original document was scanned into the patient's EMR and then return to the daughter at bedside with instructions for maintenance
and renewal.

Take the above information info consideration. whatis the current code siatfus for the patient? - Allow Matural Death (DMNR)
WILLIAMS , MELISSANW NP -2/1/2019 13:08 EST
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Advance Directives — Living Wil

*Living Will:

* Provides information about an individual’s end-of-life
care preferences to help guide surrogate decision
makers

- Comes into effect when patient has a terminal illness
with no chance of recovery

- Signed by declarant, with 2 witnesses and notary

- Can be completed by Pastoral Care in the hospital

GRS 9 Teach ing slides $? Atrium Health



Iving Will

ADVANCE DIRECTIVE FOR A NATURAL DEATH ("LIVING WILL")

NOTE: YOU SHOULD USE THIS DOCUMENT TO GIVE YOUR HEALTH CARE PROVIDERS INSTRUCTIONS TO
WITHHOLD OR WITHDRAW LIFE-PROLONGING MEASURES IN CERTAIN SITUATIONS. THERE IS NO LEGAL
REQUIREMENT THAT ANYONE EXECUTE A LIVING WILL.

GENERAL INSTRUCTIONS: You can use this Advance Directive ("Living Will") form to give instructions for the
future if you want your health care providers to withhold or withdraw life-prolonging measures in certain situations.
You should talk to your doctor about what these terms mean. The Living Will states what choices you would have
made for yourself if you were able to communicate. Talk to your family members, friends, and others you trust about
your choices. Also, it is a good idea to talk with professionals such as your doctors, clergypersons, and lawyers
before you complete and sign this Living Will.

You do not have to use this form to give those instructions, but if you create your own Advance Directive you need to
be very careful to ensure that it is consistent with North Carolina law.

This Living Will form is intended to be valid in any jurisdiction in which it is presented, but places outside North
Carolina may impose requirements that this form does not meet.

If you want to use this form, you must complete it, sign it, and have your signature witnessed by two qualified
witnesses and proved by a notary public. Follow the instructions about which choices you can initial very carefully.
Do not sign this form until two witnesses and a notary public are present to watch you sign it. You then should
consider giving a copy to your primary physician and/or a trusted reiative, and should consider filing it with the
Advanced Heailth Care Directive Registry maintained by the North Carolina Secretary of State:
http://www.nclifelinks.org/ahcdr/

My Desire for a Natural Death

I, . being of sound mind, desire that, as specified below, my life not be prolonged by
life-prolonging measures: 4.

1. When My Directives Apply

My directions about prolonging my life shall apply /F my attending physician determines that | lack capacity to 5.
make or communicate health care decisions and:

NOTE: YOU MAY INITIAL ANY OR ALL OF THESE CHOICES.

| have an incurable or irreversible condition that will result in my death within
(Initial) a relatively short period of time.

| become unconscious and my health care providers determine that, to a high
(Initial) degree of medical certainty, | will never regain my consciousness.

I suffer from advanced dementia or any other condition which results in the

(Initial) substantial loss of my cognitive ability and my health care providers
determine that, to a high degree of medical certainty, this loss is not
reversible.

2. These are My Directives about Prolonging My Life:

In those situations | have initialed in Section 1, | direct that my health care providers:
NOTE: INITIAL ONLY IN ONE PLACE.

may withhold or withdraw life-prolonging measures.
(Initial)

shall withhold or withdraw life-prolonging measures.
(Initial)

Exceptions — "Artificial Nutrition or Hydration"

NOTE: INITIAL ONLY IF YOU WANT TO MAKE EXCEPTIONS TO YOUR INSTRUCTIONS IN
PARAGRAPH 2.

EVEN THOUGH | do not want my life prolonged in those situations | have initialed in Section 1:
(Initial) | DO want to receive BOTH artificial hydration AND artificial nutrition (for
example, through tubes) in those situations.

NOTE: DO NOT INITIAL THIS BLOCK IF ONE OF THE BLOCKS BELOW
IS INITIALED.

(Initial) | DO want to receive ONLY artificial hydration (for example, through tubes) in
those situations.

NOTE: DO NOT INITIAL THE BLOCK ABOVE OR BELOW IF THIS
BLOCK IS INITIALED.
(Initial) | DO want to receive ONLY artificial nutrition (for example, through tubes) in
those situations.
NOTE: DO NOT INITIAL EITHER OF THE TWO BLOCKS ABOVE IF THIS
BLOCK IS INITIALED.
1 Wish to be Made as Comfortable as Possible

I direct that my health care providers take reasonable steps to keep me as clean, comfortable, and free of pain
as possible so that my dignity is maintained, even though this care may hasten my death.

I Understand my Advance Directive

| am aware and understand that this document directs certain life-prolonging measures to be withheld or
discontinued in accordance with my advance instructions.

If | have an Available Health Care Agent

If | have appointed a health care agent by executing a health care power of attorney or similar instrument, and
that health care agent is acting and available and gives instructions that differ from this Advance Directive,
then | direct that:

Follow Advance Directive: This Advance Directive will override instructions
(Initial) my health care agent gives about prolonging my life.

Follow Health Care Agent: My health care agent has authority to override
(Initial) this Advance Directive.

NOTE: DO NOT INITIAL BOTH BLOCKS. [/F YOU DO NOT INITIAL EITHER BOX, THEN YOUR HEALTH
CARE PROVIDERS WILL FOLLOW THIS ADVANCE DIRECTIVE AND IGNORE THE INSTRUCTIONS OF
YOUR HEALTH CARE AGENT ABOUT PROLONGING YOUR LIFE.
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Living Wil

7. My Health Care Providers May Rely on this Directive
My health care providers shall not be liable to me or to my family, my estate, my heirs, or my personal
representative for following the instructions | give in this instrument. Following my directions shall not be
considered suicide, or the cause of my death, or malpractice or unprofessional conduct. If | have revoked this
instrument but my health care providers do not know that | have done so, and they follow the instructions in
this instrument in good faith, they shall be entitled to the same protections to which they would have been
entitled if the instrument had not been revoked.

8. | Want this Directive to be Effective Anywhere
I intend that this Advance Directive be followed by any health care provider in any place.
9. I have the Right to Revoke this Direction
| understand that at any time | may revoke this Advance Directive in a writing | sign or by communicating in

any clear and consistent manner my intent to revoke it to my attending physician. | understand that if | revoke
this instrument | should try to destroy all copies of it.

This the day of

Signature of Declarant

Type/print name

| hereby state that the declarant, , being of sound mind, signed (or directed another to
sign on declarant's behalf) the foregoing Advance Directive for a Natural Death in my presence, and that | am not
related to the declarant by blood or marriage, and | would not be entitled to any portion of the estate of the declarant
under any existing will or codicil of the declarant or as an heir under the Intestate Succession Act, if the declarant died
on this date without a will. | also state that | am not the declarant's attending physician, nor a licensed health care
provider who is (1) an employee of the declarant's attending physician, (2) nor an employee of the health facility in
which the declarant is a patient, or (3) an employee of a nursing home or any adult care home where the declarant
resides. | further state that | do not have any claim against the declarant or the estate of the declarant.

Date: Witness:
Date: Witness:
COUNTY, STATE

Sworn to (or affirmed) and subscribed before me this day by
(type/print name of declarant)

(type/print name of witness)

(type/print name of witness)

Date

Signature of Notary Public
(Official Seal)
. Notary Public

Printed or typed hame

My commission expires:
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Living Wil

FIVE

MY WISH FOR:

The Person I Want to Make Care Decisions for Me When I Can't
The Kind of Medical Treatment I Want or Don't Want
How Comfortable | Want to Be
How I Want People to Treat Me

What I Want My Loved Ones to Know

print your name

birthdate

Wheo Should Use Five Wishes

Five Wishes is for anyone 18 or older — works so well, lawyers, doctors, hospitals
married, single, parents, adult children, and hospices, faith communities, employers,
and friends. Ower 13 million Amencans and retiree proups are handing ouat this

of all apes have already used it. Becanse it document.

Five Wishes States

If you live in the District of Columbia or cne of the 42 states listed below, vou can nse
Frve Wishes and have the peace of mind to know that it substantially mests your state’s
requirements mnder the law-

Alazkes Tineds Mootma South Carolina
Arizona Tewa Nebrazdea Somth Draleoas
Arkanzas Eeznracioy Mewada Temnessee
Califormiz Lomizizma New Jersey Vermont
Calorade Mazine New Mexico Virgimia
Connecticut Maryland New York Washington
Delaware Massackmsetes Nordh Carolina Wemt Virginia
Florida Michizan Naorh Dakota Wiscomsin
Georpia Miznesota Dilahoma Wryoszng
Hawaii Misgicsippl Pennsylvania

Idzhe Mizsouri Fhode Izland

I your state s not one of the 42 states Hsted here, Five Wishes does not meet the technical
mequirments in the stahaies of your state. S0 some doctors In your state may be relnctane
o homor Five Wishes. However, many peopls from states not on this st do complete Five
Wishes along with their stae's lezal form. They find that Five Wishes helps them express
alll that they want and prowides a helpful zuide to family members, fiends, care givers
and doctors. Most doctors and health care profiessionals know they need to listen to your
withes no mater how vou express tem.

How Do | Change To Five Wishes?

You may already have a living will or a durable power of attomey for health care. If you
want to use Five Wishes instead. all you need to do is fill cut and sipn a new Five Wishes
as directed. As soom as you signit, it takes away any advance directive you had before. To
make sure the right form is used, please do the following:

*  Diestroy all copies of your old iving will *  Tell your Health Care Agent, family
«or dumable poser of atomey for health members, and doctor that you have
care. O you can write “revoled " inlarpe fillled out a new Five Wishes.
letiers across the ooy you hawe. Tell Make sure they Imow about your
your lwyer if be or she belped prepare new wishes.

those ald foms foryon. ANDY

Here's What People Are Saying About Five Wishes:

“Tt willl be a year since nyy mather passed on. We kmew what she wanted becanse she had the Five
Wishes living will When it came down o the end, my brother and I had no questions on what we
needed to do. We bad peace of mind ™

Chersl K.
Lengwood, Florida

“T mmst say I keve your Five Wishes. It's clear, easy to inderstand, and doesn"t dwell on the concrete
issues of medical care, but on the issaes of real importance — human care. T used
it for noyself and oy hushand ™

Susan W.
Flapstaff, Arizona

“Tdom’t want my children to have to make the decisions I am having to make for noy mother.
I never kmew that there were 50 many medical options to be considered. Thank you for such a sensi-
tive and caring form. I can simply &l it out and have it on file for my children.™

Driama W.

To Order:

Call (327) S-WIEHES {0 prcizase moee coples of Five Wihes,
fhe Five Wishes DV, or Next Steps guides. Atk about e
“Famlly Pacloige™ faaf trciudes; 1) Five Wishes, 2 Next Sieps
puides and | TAT at 2 savings of mare than S0%%. Por more
irsormatice victt A ging wee Digrey’s websie, or call fordetatls

(888) S-WISHES or (BSB) 554-7437
www.agingwithdignity.org

with ity

Dignity,

P.C. Bax 1841
Tallihzszes, Florida 323021641

PrveWiktae &4 Eninauck of gy i [Aget. AL rigs st The st of e pukiearion ww acTeljiend meteris of Ay ws [igaty. o part of Sk prbantn. may be -

o, i, ar 30 .y P o by ey . ks o ssachasioal Enckating shoioacyy, madniing, o = vz,
Agmg vk Digeiy. of i o = - sopy & v sgulapd iy B ke o yowr plyicn, com ovider
Fhtalis Curw Agnt. Sl Bk, o o oo . o of Five Wt T D Ry Ay oS [ Y T b ER Crepm

Haalh Dk o oy ot i raig of Tk S v A (I, (G LA TN s A e
TR 5005 A ing vl Cigmity. 54 Bow DORL Tullsborame, Plozity ¥3503-1881 » worem: o S ST

82
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HEALTH CARE POWER OF ATTORNEY

NOTE: YOU SHOULD USE THIS DOCUMENT TO NAME A PERSON AS YOUR HEALTH CARE
AGENT IF YOU ARE COMFORTABLE GIVING THAT PERSON BROAD AND SWEEPING POWERS
TO MAKE HEALTH CARE DECISIONS FOR YOU. THERE IS NO LEGAL REQUIREMENT THAT
ANYONE EXECUTE A HEALTH CARE POWER OF ATTORNEY.

EXPLANATION: You have the right to name someone to make health care decisions for you when you
cannot make or communicate those decisions. This form may be used to create a health care power of
attorney, and meets the requirements of North Carolina law. However, you are not required to use this
form, and North Carolina law allows the use of other forms that meet certain requirements. If you prepare
your own health care power of attorney, you should be very careful to make sure it is consistent with
North Carolina law.

This document gives the person you designate as your health care agent broad powers to make health
care decisions for you when you cannot make the decision yourself or cannot communicate your decision
to other people. You should discuss your wishes concerning life-prolonging measures, mental health
treatment, and other health care decisions with your health care agent. Except to the extent that you
express specific limitations or restrictions in this form, your health care agent may make any health care
decision you could make yourself.

This form does not impose a duty on your health care agent to exercise granted powers, but when a
power is exercised, your health care agent will be obligated to use due care to act in your best interests
and in accordance with this document.

This Health Care Power of Attorney form is intended to be valid in any jurisdiction in which it is presented,
but places outside North Carolina may impose requirements that this form does not meet.

If you want to use this form, you must complete it, sign it, and have your signature witnessed by two
qualified witnesses and proved by a notary public. Follow the instructions about which choices you can
initial very carefully. Do not sign this form until two witnesses and a notary public are present to watch
you sign it. You then should give a copy to your health care agent and to any alternates you name. You
should consider filing it with the Advance Health Care Directive Registry maintained by the North Carolina
Secretary of State: http://www.nclifelinks.org/ahcdr/

1. Designation of Health Care Agent.

I, being of sound mind, hereby appoint the following person(s) to serve as my
health care agent(s) to act for me and in my name (in any way | could act in person) to make health care
decisions for me as authorized in this document. My designated health care agent(s) shall serve alone,

in the order named.

A. Name:
Home Address:

Home Telephone:
Work Telephone:
Cellular Telephone:

B Name:

2 Home Telephone:
Home Address:

Work Telephone:
Cellular Telephone:

C Name:

2 Home Telephone:
Home Address:

Work Telephone:
Cellular Telephone:

Any successor health care agent designated shall be vested with the same power and duties as if
originally named as my health care agent, and shall serve any time his or her predecessor is not
reasonably available or is unwilling or unable to serve in that capacity.

2. Effectiveness of Appointment.

My designation of a health care agent expires only when | revoke it. Absent revocation, the authority
granted in this document shall become effective when and if one of the physician(s) listed below
determines that | lack capacity to make or communicate decisions relating to my health care, and will
continue in effect during that incapacity, or until my death, except if | authorize my health care agent to
exercise my rights with respect to anatomical gifts, autopsy, or disposition of my remains, this authority
will continue after my death to the extent necessary to exercise that authority.

1. (Physician)

2. (Physician)

If | have not designated a physician, or no physician(s) named above is reasonably available, the
determination that | lack capacity to make or communicate decisions relating to my health care shall be
made by my attending physician.

3. Revocation.

Any time while | am competent, | may revoke this power of attorney in a writing | sign or by
communicating my intent to revoke, in any clear and consistent manner, to my health care agent or my
health care provider.

4. General Statement of Authority Granted.

Subject to any restrictions set forth in Section 5 below, | grant to my health care agent full power and
authority to make and carry out all health care decisions for me. These decisions include, but are not
limited to:

A. Requesting, reviewing, and receiving any information, verbal or written, regarding my physical or
mental health, including, but not limited to, medical and hospital records, and to consent to the
disclosure of this information.

B. Employing or discharging my health care providers.

C. Consenting to and authorizing my admission to and discharge from a hospital, nursing or
convalescent home, hospice, long-term care facility, or other health care facility.

D. Consenting to and authorizing my admission to and retention in a facility for the care or treatment
of mental iliness.

E. Consenting to and authorizing the administration of medications for mental health treatment and
electroconvulsive treatment (ECT) commonly referred to as “shock treatment.”

F. Giving consent for, withdrawing consent for, or withholding consent for, X-ray, anesthesia,
medication, surgery, and all other diagnostic and treatment procedures ordered by or under the
authorization of a licensed physician, dentist, podiatrist, or other health care provider. This
authorization specifically includes the power to consent to measures for relief of pain.

G. Authorizing the withholding or withdrawal of life-prolenging measures.

Atrium Health



HCPOA

9. Miscellaneous Provisions.

A. Revocation of Prior Powers of Attorney. | revoke any prior health care power of attorney. The

pre ing sentence is not intended to revoke any general powers of attorney, some of the

provisions of which may relate to health care; however, this power of attorney shall take COUNTY, STATE
precedence over any health care provisions in any valid general power of attorney | have not

revoked. Sworn to (or affirmed) and subscribed before me this day by

B. Jurisdiction, Severability and Durability. This Health Care Power of Attorney is intended to be (type/print name of signer)

valid in any jurisdiction in which it is presented. The powers delegated under this power of
attorney are severable, so that the invalidity of one or more powers shall not affect any others.
This power of attorney shall not be affected or revoked by my incapacity or mental incompetence.

C. Health Care Agent Not Liable. My health care agent and my health care agent's estate, heirs, (type/orint name of witness)

successors, and assigns are hereby released and forever discharged by me, my estate, my heirs,
successors, assigns and personal representatives from all liability and from all claims or demands
of all kinds arising out of my health care agent's acts or omissions, except for my health care (type/print name of witness)
agent’s willful misconduct or gross negligence.

D. No Civil or Criminal Liability. No act or omission of my health care agent, or of any other person, Date
entity, institution, or facility acting in good faith in reliance on the authority of my health care agent Signature of Notary Public
pursuant to this Health Care Power of Attorney shall be considered suicide, nor the cause of my (Official Seal)
death for any civil or criminal purposes, nor shall it be considered unprofessional conduct or as
lack of professional competence. Any person, entity, institution, or facility against whom criminal -
or civil liability is asserted because of conduct authorized by this Health Care Power of Attorney Printed or typed name
may interpose this document as a defense. My commission expires:

, Notary Public

E. Reimbursement. My health care agent shall be entitled to reimbursement for all reasonable
expenses incurred as a result of carrying out any provision of this directive.

By signing here, | indicate that | am mentally alert and competent, fully informed as to the contents of this
document, and understand the full import of this grant of powers to my health care agent.

This the day of 20,

(SEAL)

| hereby state that the principal, being of sound mind, signed (or directed
another to sign on the principal's behalf) the foregoing Health Care Power of Attorney in my presence,
and that | am not related to the principal by blood or marriage, and | would not be entitled to any portion of
the estate of the principal under any existing will or codicil of the principal or as an heir under the Intestate
Succession Act, if the principal died on this date without a will. | also state that | am not the principal's
attending physician or mental health treatment provider who is (1) an employee of the principal's
attending physician or mental health treatment provider, (2) an employee of the health facility in which the
principal is a patient, or (3) an employee of a nursing home or any adult care home where the principal
resides. | further state that | do not have any claim against the principal or the estate of the principal.

Date: Witness:

Date: Witness:
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Surrogate decision maker

 Most states and the VA have laws or policies designating a
hierarchy of legal surrogate decision makers for patients who

lack decision making capacity

* Surrogate decision makers should also have the mental

capacity to serve in this role

* Frail elderly couples often choose their adult children instead

of spouses
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Surrogate decision maker

If the patient does not have family to fill the role of health
care surrogate, the clinician can petition the court to

appoint a legal guardian

Surrogate decision makers are expected to make decisions
they believe the patient would have made through applying

substituted judgement/based on the patient’s best interests

GRS 9 Teaching slides
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North Carolina Hierarchy

ORDER OF HEALTHCARE DECISION-MAKING

Patient
Healthcare Power of Attorney Reasonably Available:
. Able to be contacted without
Legal Guardian undue effort and be willing
General POA with Healthcare Power and able to act in a timely
manner

Spouse

Majority of reasonably available parents and children over 18

Majority of reasonably available siblings over 18

Individual with established relationship with patient who is acting in good faith and can reliably convey
patient's wishes

If none of the above, then Attending Physician
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Medical Orders

POLST (Physician Orders for Life-Sustaining Treatment)

 Helps to identify patient’s preferences about treatments

such as resuscitation, feeding tubes and antibiotics

Serve as physician orders that are active outside the

hospital and are honored by paramedics
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Medical Orders

Names of these forms can vary across states

*MOLST (Medical Orders for Life Sustaining

Treatment)
‘MOST (Medical Orders for Scope of Treatment)

*POST (Physician Orders for Scope of Treatment)
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Golden Rod

« Signed medical order indicating no
St ' attempts should be made to
20 NOT e resuscitate

qusiinu f_] Check box If no expiration
* Honored by EMTs
DO NOT RESUSCITATE ORDER . Medical Order

R - * Issued by MD/ACP

I e e G Ca00w anaat DAmonaly TORE OF e (olinrs, ofor\s o SN RO TGNy
e rsciaton ol 0w pases! SHOULD ROT 3o M ptea Ths 0 d0ed naf a¥ect o1y

* Not hypothetical; immediately “in

ron ooarmynd e Tass e s oroet and he coreMt (espa il Syt

lr: Gaoerpd Sadte 2. 2% '-6:!0 -!-ro PPeacts oo effe Ct”
St o Shesscs Wpedeh : _
e * NO interpretation
i « Immediately directs care in the
event of a cardiac arrest

Teong tlrn. Nuriay o ce)

Tdaotorw Nurrles jafepperee

Gin Mot Comy Do Nut Aitar s
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“DNR == DO NOT TREAT!”
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Medical Orders for Scope of Treatment:

(MOST)

Medical Orders s * Specifies wishes for end of life
for Scope of Treatment (MOST)
Phywnomrsmuedmdnpmem 's medical
eondiuonmi wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow

these orders, then contact physician.
CET B CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing. L4 F Ortable
[ Attempt Resuscitation (CPR) DmNnm-pt;muu (DNR/no CPR)

When not in cardiopulmonary arrest, follow orders in

TITOTR MEDICAL INTERVENTIONS: Patien has pulse andior i breathing.
[ Full Scope of a
indicated, 150 provid o

Medical Order, Condenses Living Will

* Effective In non-arrest scenarios

* Option to receive or withhold treatment

* Requires patient or proxy signature

* Includes specifics on other medical
Interventions, not just code status

d must rdlmpdfm wishes as best understood by that
should be provided on the back of this form.
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MOST Form : Components

Code Status s ssconr e

@ for Scope of Treatment (MOST)

s 1s a Physician Order Sheet based on the patient’s medical = = " = R

condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:

treatment for that section. When the need occurs, first follow

these orders, then contact physician.
CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulsc and is not bmtnin..

A [C] Attempt Resuscitation (CPR) [] Do Not CPR)

When not in cardiopulmonary arrest, follow orders in B, C. and D.

- -
MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
Medical Interventions - R R —
Mmmmlvmmmmmmww.

Do not use intubation or constder use of less invasive airway AP or
CPAP. Also provide comfort measures,
- ™ - [0 Comfort Measures: Keep clean, warm and dry. Use medication by any mute, care and
other measures to relieve pain and suffering. Use oxygen, suction treatment of as needed
 Antibiotics i S VP
Orher
ANTIBIOTICS
Antibiotics if indicated
Determine use or
No Antibioties (use
Other
MEDI MIN ITION: fluids and nutrition if
ysical
w Mnuhhw indicated
- - - (% v 3 Feeding tube for a defined trial period
- Medically administered e
y o m,uuyorp-umumym
R ‘O BY: et’mdnnnfpmmllslmm parents and

Health carc agent Duqomyofp-mrmmlywm

fl — - — Legal guardian of the patient whsihﬁm
ovder must be Attorney-in-fact with power tomake [ An 1 with b
u I s a n n u rl I o n documented in medieal O health carc decisions mh]‘mlnm»uﬂn;hpodﬁih-ﬂ

can reliably con

Iagmtlu: infc ion has been provided and signi ﬂ;ouuhhlbecnmvmlolee—prolougmgmx
fie have been d to the p i (MDIDO).,L ici or nurse This
doc\nnent reflects those and i i d consent.
If signed by a patient rcpresﬂuaﬂw, pnd'enm'e: expressed must reflect patient's wishes as best understood by that
Contact info ion for P tive should be provided on the back of this form.

*Discussed with and agreed 71— ——
to by...
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Section A: Cardiopulmonary Resuscitation

- - Medical Orders EaicatsLaninme:
. At t t R t t c P R for Scope of Treatment (MOST)
slsaPhysiclanrdefShmbasedonthepmemsmdncﬁ m " = 2
e m p es u s c I a I o n condition and wishes. An Initial: | Paticnt’s Date of Birth:
treatment fi ¢ need oceurs, first follow

contact physician.

CARDIOPULMONARY RESUSCITATION (CPR): Padm has no pulse and is not breathing.
A [] Attempt Resuscitation (CPR) [Jpo CPR)
When not in cardiopulmonary arrest, follow orders in B, C. :MB

. .
* Do not attempt resuscitation e
B of Treatment: Uumhuon. advanced airway interventions, i as
3 measures. Transfer to hospital if indicated. Avoid
( D N RIN c [0 Comfort Measures: Keep clean. warm and dry. Use medication by any route, care and
o P R other measures to relieve pain and suffering. Use oxygen, suction treatment of as needed
for comfort. Do _not transfer to hospital unless comfort be met

Other

ANTIBIOTICS
Antibiotics if indicated
Determine use or
No Antibiotics (use

Other

* Only one should be selected R | R i

1w Feeding tul
(% v trial anhu-mmma
Nol comfort) [J No feeding

Ppe = (

S| T Majority of paticnt's reasonably available
R OBY: Dhmno:pmdmufpmunslmm purents and adult children

-
¢ Only if no pulse and no T in T S
Legal guardian of the whsnllhu
order must he Attorney-in-fact with power to make [ An i { with b

documented in medical =) health care decisions. wnh"uplmlwhn-lﬂin;mpodﬁlh-d
record.

mn:lhb convey the wishes

breathing (Cardiopulmonary e mmmmx,

dl reflects those P and c;ornscm
If signed by a patient rep: tive, p ) 1 must reflect patient's wishes as best understood by that
Contact infe ion for p tive should be provided on the back of this form.

Y;u are not required to sign this form to receive trutment.
Patient or Representative Name (print) Patient or Representative Signature Relationship (write “self” if patient)
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Section B: Medical Interventions

* Patient Is not e

Medical Orders

for Scope of Treatment (MOST)
Thisis a PhyticmOMerShzetbuedonlhepuknl s medical
condition and wishes. Any seetion not completed indicates full | Patient’s First Name, Middle Initial: | Patient's Date of Birth:

experiencing L

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing.
[ Atte (DNR/no CPR)
imonary arrest, follow orders in B, C. and D.

cardiopulmonary arrest B e —

(m]
Do not use intubation or mechanical ventilation. May constder use of less invasive airway iPAP or
CPAP. Also provide comfort measures. Transfer to hospital if indicated. Avoid

[0 Comfort Measures: Keep clean. sarm und dry. Unmdl\mbnbymym care and

( - - - other measures to refieve pain and suffering. Use oxygen, suction treatment of as
No Indication 1or : i o W
] ANTI

Antibiotics if indicated

has pulse and/or Is Crega Y e

Feeding tube long-term if indicated
A3 " r f Fm-bﬂ& a defined trial period
. No ¥ : s comfort) No fecding tube
breathin T
R ‘O BY: Puuuuy.m!m if patient isunnbr parents and adult children
Health care agent D lyofpagﬂ' reasonably available
Legal guardian of the patient 3
ovder must be Attorney-in-fact with power to make [ Ar with
documented in medical O health care decisions d wlhlhemwh :nﬂhgh;rndﬁihud
1 agree that adeq ion has been provided and ignlﬁunﬂhough(hnbm;ivmwl'fcwol ngingme-uu.
T have been to the (MD/DO), This
reflects those A and indi i d consent.
If s Ignadbyapallml epr pref exp) { must reflect patient’s whll:ubalundu'ﬂmdbylhd

“provide comfort e e
measures”
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Section B: Medical Interventions

° Full Scope of Treatment

Me dl cal Orders Patient’s Last Name;

for Scope of Treatment (MOST)
This 1s a Physician Order Sheet based on the patient’s medical - 7 5
condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow

. -
. these orders, then contact physician.
CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing.

A [C] Attempt Resuscitation (CPR) Do Not Attempt Resuscitation (DNR/no CPR)
When not in cardiopul &

CAL INTERVENTIONS: Patient has pulse and/or is breathing.

- -
ventl Iatlon I Full Scope of Treatment: Use intubation, advanced airway interventions, mechanical ventilation,
indicated, medical treatment, 1V fluids, ete ; also provide comfort measures. Transfer to hospital if indicated.
[ Limited Additional Interventions: Use medical treatment, 1V fluids and cardiac monitoring as i

Do not use intubation or mechanical ventilation. May constder use of less invasive airway iPAP or
CPAP. Also provide comfort measures, Transfer to hospital if indicated. Avoid
[0 Comfort Measures: Keep clean, warm anddry. Use medication by any mute, care and
other measures to relieve pain and suffering. Use oxygen, suction treatment of as needed
for comfort. Do not transfer to hospital unless comfort be met
- -
° o
ioV i o
Determine use or
O No Antibloties (use
Other
- ™ M::s?clnl MIN ITION: I fluids and nutrition if
. 33 Feeding tube long-term if indicated
w " Feeding tube for a defined trial period
Nol 3 comfort) No feeding tube
S| atient [ Maiority of paticnt’s reasonably available
R O BY: [C] Parent or guardian if patient isa minor _ parents and adult children

Health care agent [ Majority of paticnt's reasonably available

-
. Legal guardian of the patient lﬁllsnalim
ovder must be Attorney-in-fact with power tomake [ An individual with iblish
documented in medical health care decisions. wnhlhemlwhuunedngh faith and
record., ] the wishes of the

cznn.-lid: con

. AI I t h = 1 agree that adeq i ion has been provided and signi thought hubecnglven to life-prolonging measures.
" el al.l'r"l'l Ia e T p have been to the i (MDIDO). or nurse This
d reflects those and indi d consent.

If signed by a patient rep. P d must reflect patient's wishes as best understood by that
P Contact infc far ! should be p ded on the back of this form.
You are not required to sign this form to receive lrulmem.

t r E at m E n t Patient or Representative Name (prind) Patient or Representative Signamre ReTationship (write “selT 1 patient)

 “Goal is usually longevity”
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Section B: Medical Interventions

Limited Additional Interventions

* No intubation/mechanical
ventilation

°* No cardioversion
° No ICU admission; avoid

* Transport to hospital if indication

“Goals: not usually longevity, more
function”

RMITS DISCLOSURE OF MOST TO OTHER HEALTH CARE PROFE

Medical Orders Eaticit s LiseNune:

for Scope of Treatment (MOST)
This 1s a Physician Order Sheet based on the patient’s medical R
condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: [ Patient's Date of Birth:
treatment for that section. When the need occurs, first follow
these orders, then contact physician.
TSI CARDIOPULMONARY RESUSCIT ATION (CPR) Patient I- no pulse and is not breathing.
A O Aﬂempt!unem on (C} A t Resuscitation (DNR/no CPR)

~uon

B

ITION: Offer oral fluids and nutrition if

L] Feeding tube long-term if indicated
(] Feeding tube for a defined trial period
(] No feeding tube

Wi T Majority of paticat’s reasonably available
)TOBY: ?uuuugmdm-rpnemlumw parents and adult children
[ Majority of paticnt’s reasonably available

ﬁ the patient adult siblings

s for ovder must be Attorney-in-fact with power tomake  [J An i with

Whmﬂd health care decisions wmhﬂ\emlwho-nwin;h‘\’r)odﬁih-\d
Ol can reliably conve

-
|

1 agree that ad il i lhon;ht I\n been given to hfc-prolonamg measures.
T

(MD/DO), or nurse This

d reflects those and indi i d consent.

If signed by a patient repr p d must reflect patient's wishes as best understood by that
77 Contact inf for p ! should be p ded on the back of this form.

You are not required to sign this form to receive irulmat.

Patient or Representative Name (print) Patient or Representative Signature

SEND FORM WITH PATIENT/RESIDENT WHEN TRANSFERRED OR DISCHARGED

Relationship (write “self” if patient)
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Section B: Medical Interventions

Comfort Measures

* No intubation/mechanical
ventilation

* No cardioversion
°* No ICU admission

* Transport to hospital ONLY if
comfort can’t be met in current
location

* 4¥Goals: Comfort/Hospice”

Medlcal Orders Paticnt’s Last Name:
for Scope of Treatment (MOST)

This 1s a Physician Order Sheet based on the patient’s medical z A — 5

condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient's Date of Birth:

treatment for that section. When the need occurs, first follow

these orders, then contact physician.

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing.
A [ Attem) tion (DNR/no CPR)
imonary arrest, follow orders in B, C. and D.

MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
B [J Full Scope of Treatment: Use intubation, advanced irway i as

&dmd.mnﬁulnmlvmm nhopwﬁeeanfonm W

[ Limited A Inter | treatment, 1V fluids and
Domwemtmlumvmﬂmm.wwmdﬂwdhmumy iPAP or
CPAP, Also provide comfort measures. Avoid

[0 Comfort Measures: Keep clean, warm anddry. Use medication by any route, care and
other measures to refieve pain and suffering. Use oxygen, suction treatment of as
for comfort. Do not transfer to hospital unless comfort be met

tructions
ANTI
B Antibiotics if indicated
Determine use or
0 No Antibioties (use
Other

MEDI MIN ITION:

ysical

" Feeding tube long-term if indicated
(1% v Feeding tube for a defined trial period
Nol comfort) No feeding tube

1 fluids and nutrition if

S| atient [ Majority of paticnt’s reasonably available
R ‘O BY: Parent or guardian if patient is & minor parents and adult children
Health care agent Majority of paticnt’s reasonably available
Legnlmndmnd‘ patient adult siblings
ovder must be Attorney-in-fact with power tomake  [J An i with
documented in medical health care decisions wmhﬂ\emlwho-nwin;h‘\’r)odﬁih-\d
record. can reliably con

1 lpw that adeq; i ion has been provided and signi thought I\n been given to hfc-prolonamg measures.
have been to the it (MDIDO). or nurse This
reflects those prefe and indi d consent
lfafened by a patient repr pref P
Contact inf for p [ repr should be
Yo- are not required to sign this form to receive treatment.

d must rqﬂmpallml 's wishes as best understood by that
ded on the back of this form.

Patient or Representative Name (print) Patient or Representative Signature Relationship (write “self” if patient)

£
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Section C: Antibiotics

| | |
* An t I b I Ot I cs Medical Orders EMKGra T iR NIng:

for Scope of Treatment (MOST)
This 1s a Physician Order Sheet based on the patient’s medical R
condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient's Date of Birth:
treatment for that section. When the need occurs, first follow

-
* If life can be prolonged oo SRR
CARDIOPULMONARY RESUSCITATION (CPR): Paticnt has no pulse and is not breathing.

A [C] Attempt Resuscitation (CPR) [l Do Not Amlnpl Resuscitation (DNR/no CPR)
When not in cardiopulmonary arrest, follow orders in B, C. and D.

MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.

B [J Full Scope of Treatment: Use intubation, advanced irway i as
&dmd.mnﬁulnmlvmm mmmmw
[ Limited A Inter | treatment, 1V fluids and
Domwemtmlumvmﬂmm.wwmdﬂwdhmumy iPAP or
CPAP, Also provide comfort measures. Avoid
[0 Comfort Measures: Keep clean, warm anddry. Use medication by any route, care and
- - - - other measures to relieve pain and suffering. Use oxygen, suction treatment of as needed
*petermine use or iimictation e —
ANTIBIOTICS

Antibiotics if indicated

of antibiotics when infection B S

1 MIN ITION: 1 fluids as
r " tube long-term if indicated
(1% v Feeding tube for a defined trial period
oCcCurs B THEs
S| atient [ Majority of paticnt’s reasonably available
R ‘O BY: Parent or guardian if patient is & minor parents and adult children
Health care agent [ Majority of paticnt's reasonably available
Legnlmndmnd‘ patient adult siblings
ovder must be Attorney-in-fact with power tomake  [J An i with
documented in medical health care decisions wmhﬂ\emlwho-nwin;h‘\’r)odﬁih-\d
record. ] can reliably con

*No antibiotics (Use other e

have been to the it (MDIDO). or nurse This
[ reflects those prefe and indi d consent.
(I‘ signed by a patient repr pref p d must reflect pallml 's wishes as best understood by that
measures to relieve R R s
Yo- are not required to sign this form to receive treatment.
Patient or Representative Name (print) Patient or Representative Signature Relationship (write “self” if patient)

symptoms)
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Section D: MEDICALLY ADMINISTERED

FLUIDS AND NUTRITION

Medical Orders Pitete T

- -
* IV fluid options
- - for Scope of Treatment (MOST)
[ ) ’ﬂuull’hyuclmOlderSheetbﬂsed !hepl.nem mod
o receive long-term i e e
munemforthmucton Whntlelmmmmmb\n

these orders, then contact physician.

CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing.

- -
I n d I c a t e d A [ Attempt Resuscitation (CPR) [[] Do Not Attempt Resuscitation (DNR/no CPR)
‘When not in cardiopulmonary arrest, follow orders in B, C, and D.

MEDICAL INTERVENTIONS: Patient hu p-he and/or is breathing.
[ Full Scope of Ty Use i -
indicated, medical treatment, 1V fluids, ete.; also provide comfort measures.

* To receive for defined trial pEEESTEm

O Comfort Measures: Keep clean, warm anddry. Use medication by any route, positi care and
Cf MeEasures 1o pain af ing. Use oxygen, tredtment as
g e e e =
° No IV (provide other e
Determine
measures for comfort) e e
v Feeding tube long-term if indicated
SRR N W, H S
- - v/
* Feeding tube options —— N
Bid, LAKEL S

order must be Attornicy-in-fact with power tomake [ An individual with i
documented in medical health care decisions with the patient who-ningm faith and

. -
°* To receive long-term if e S
|
. - 5
I “d I cated Ilgreelhludequatemf rmltionhnbeenpro ldedlnd unlfclmth ughthubeengvvenlolfc—prolnminsnmm
have been 1o the pls ys ‘(MDIDO) y assistant, or nurse practitioner. This

reflects those and i consent.
l[ igned by a patient rep ive, prefe  &xp d must reflect patient’s wishes as best understood by that
Contact infe ion for P ive should be provided on the back of this form.

You are not required to sign this form to receive treatment.

* To receive for defined trial e
period
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Section E: DISCUSSED WITH AND AGREED TO BY:

HIPAA PERMITS DISCLOSURE OF MOST TO OTHER HEALTH CARE PR

Medical Orders Patient’s Last Name:
for Scope of Treatment (MOST)
s 1s a Physician Order Sheet based on the patient’s medical

. ] condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow
these orders, then contact physician.

EETR G CARDIOPULMONARY RESUSCITATION (CPR): Psﬂm has no pulse and is not breathing.
A [[] Attempt Resuscitation (CPR) [l Do Not pt Re ( CPR)
When not in cardiopulmonary arrest, follow orders in B, C, and D.

PGBl MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
hl&mdmbmmhmmﬁwy i ion as

=]

* Healthcare agent

[0 Comfort Measures: Keep clean. warm anddry. Use medication by any route, positionin
other measures to relieve pain and suffering. Use oxygen, suction and i treatment of
for comfort. Do not transfer to hospital unless comfort ds cannot be met

Other
O BY: [] P-nuuﬂndm-rpmulislmmr Dmmdumucﬁhen

* Legal guardian =
e

L Majority of paticnt's reasonably available

°* Attorney in fact (DPOA i
with power to make e

L . ¢ r
healthcare decisions T ot sl e D0, s . e T
T pref P ian ( ), physici i or iti This
i reflects those and d consent.

If signed by a patient rep pref p d must reflect patient's wishes as best understood by that
P Contact inf for p ! tive should be pi ded on the back of this form.
You are not required to sign this form to ucelve treatment.

Patient or Rcmmnnnve Name (print) Patient or Representative Signature Relationship (write “self” if patient)

SEND FORM WITH PATIENT/RESIDENT WHEN TRA

* Spouse
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Section E: DISCUSSED WITH AND AGREED TO BY:

* Majority of reasonably
available parents and aduit
children

°* Majority of reasonably
available adult siblings

°* An individual with an
established relationship with
the patient who is acting in
good faith and can reliably
convey the wishes of the
patient

HIPAA PERMITS )SURE OF MOST TO OTHER HEALTH CARE

Medical Orders Paticat’s Last Name:

for Scope of Treatment (MOST)
This is a Physician Order Sheet based on the patient’s medical
condition and wishes. Any scction not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow
these orders, then contact physician.
EETS G CARDIOPULMONARY RESUSCITATION (CPR): Patient has no pulse and is not breathing.

A [C] Attempt Resuscitation (CPR) DBO Not Attempt Resuscitation (DNR/no CPR)
When not in cardiopulmonary arrest, follow orders in B, C. and D.

tion MEDICAL INTERVENTIONS: Patient has pulse and/or is breathing.
B [J Full Scope of Treatment: Use intubation, advanced nirway i ion as
indicated, medical treatment, 1V fluids, etc.; also provide comfort
[ Limited Additional Interventions: Unnmmwmmmmmn
Do not use intubation or mechanical
CPAP, Also provide comfort measures,
[ Comfort Measures: Keep clean. warm and dry. U-medwxonbymymdc.
other measures to refieve pain and suffering. Use oxygen, suction and
for comfort. r uniess comfort

Orther

ANTIBIOTICS
Antibiotics if indicated
Determine use or

O No Antibioties (use

RITION: Offer oral fluids and natrition if

L Feeding tube long-term if indicated
] rmnum-mmm

I patient
Attorney-in-fact with power to make
health care decisions

1 agree that
T

d reflects those 1
If signed by a patient rep|

Contact infc for p should be p.
Ynu are not required to sign this form to receive treatment.

Patient or Remu-mnnve Name (print) Patient or Representative Signature

SEND FC WITH ENT/RESIDENT EN TRANSFERRED OR DISCHARGED

lhnu'hl hu been given lo hfc-prolongmg measures.
(MD/DO), p T nurse This
consent.

d must reflect patient's wishes as best understood by that
ded on the back of this form.

Relationship (write “self” if patient)
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Validation Signatures: Provider, Patient/

Proxy, and Renewal Signatures

HIPAA PERMITS DI SURE OF MOST TO OTHER HEALTH R >F N AS NECESSARY
Medical Orders Patient’s Last Name: Effe - Date of Form: Patient Representative: Relationship: Phone #:
for Scope of Treatment (MOST) : : : Cell Phone #:

This is a Physician Order Sheet b d on the patient’s dical —— - — : - : Health Care Professional Preparing Form: Preparer Title: Preferred Phone #: Date Prepared:
condition and wishes. Any section not completed indicates full | Patient’s First Name, Middle Initial: | Patient’s Date of Birth:
treatment for that section. When the need occurs, first follow Directi for C: loti Form
these orders, then contact physician. Completing MOST

Section CARDIOPULMONARY RESUSCITATION (CPR): Paticnt has no pulse and is not breathing. MOST must be reviewed and prepared by a health care professional in consultation with the patient or patient

A [] Attempt Resuscitation (CP! [] Do Not A Pt R CPR) representative.
When not in cardiopulmonary arrest, rollow orders in B, C. and D. *  MOST is a medical order and must be signed and dated by a li d physici; (MD/DO). physici: i or nurse

practitioner to be valid. B en
Mode of communication (e.g., in pemon. by lclcpbone. ete. ) also should bc docnrnemcd
The signature of the patient or hm/her P is if lhc pauem S representative m no(

TSI MEDICAL INTERVENTIONS: Patient has pulse and/or is bmtlllg,
B Sy n ren .

Do not use intubation or
CPAP. Ammmmmmmm o
[0 Comfort Measures: Keep clean, warm and dry. Use medication by any e, posit
other measures to relieve pain and suffering. Use oxygen, suction
Do not transfer to hospital unless comfort

the front of this form or in the review section below.

Use of original form is required. ol

MOST is part of advance care planning. which also may include a living wi
(HCPOA). If there is a HCPOA, living will, or other advance directive, a ce
may suspend any conflicting directions in a patient’s previ

directive.

There is no requirement that a patient have
MOST is recognized under N. C. G en.

for comfort.
Other -
ANTIBIOTICS = ] ! R .
Antibiotics if indicated
Determine use or lin
0 No Antibioties (use o

RITION: Offer 1 fluids and nutrition if

[ Feeding tube long-term if indicated
[] Feeding tube for a defined trial period
[ No feeding tube

L Majority of paticnt’s reasonably available phest interests.

[INo Change
[CIFORM VOIDED, new form completed
CIFORM VOIDED, no new form
ONo

CIFORM VOIDED, new form completed
CIFORM VOIDED, no new form

OINo Chunge

[CIFORM VOIDED, new form completed
CIFORM VOIDED, no new form
[CINo Chunge

CIFORM VOIDED, new form completed
CIFORM VOIDED, no new form

OINo Change:

1 lgrcclhl! i i - i igni llloughl Ills been glvcn to llfe-prolonulng measures.
Ti 1 (MDIDO) Or nurse p This

P

d reflects those consent.
If signed by a patient rep: P I must reflect patient’s wishes as best understood by that
P i for p ! tive should be p. ded on the back of this form.

SEND rw. ' "ATIENT/RESIDE N TR E ~KGED

@ 1P T B e o e s %
il . DA s o s pporundy cmphyer i o 55,300 Coes bl FLAAE G it G B Cotof $4,407.80 o 04 each. 63014
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Questions
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ACP power point Cindy Stafford, ACP
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