ALABAMA DO NOT RESUSCITATE ORDER

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

[PATIENT CITY], [PATIENT STATE]
[PATIENT ZIP CODE]

Patient Telephone: [PATIENT TELEPHONE NUMBER]

RE: Do Not Resuscitate Order Pursuant to Alabama Law

1. PATIENT INFORMATION
1.1 Patient Full Name: [PATIENT FULL NAME]
1.2 Patient Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Patient Address: [PATIENT STREET ADDRESS], [PATIENT CITY], [PATIENT STATE]
[PATIENT ZIP CODE]
1.4 Patient Telephone Number: [PATIENT TELEPHONE NUMBER]
1.5 Patient Medical Record Number (if applicable): [MEDICAL RECORD NUMBER]
1.6 Primary Diagnosis or Medical Condition: [PRIMARY DIAGNOSIS OR MEDICAL CONDITION]

2. ATTENDING PHYSICIAN INFORMATION
2.1 Physician Full Name: [PHYSICIAN FULL NAME]
2.2 Physician License Number: [PHYSICIAN LICENSE NUMBER]
2.3 Physician Address: [PHYSICIAN STREET ADDRESS], [PHYSICIAN CITY], [PHYSICIAN STATE]
[PHYSICIAN ZIP CODE]
2.4 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

3. DECLARATION OF PATIENT OR AUTHORIZED PERSON
3.1 I, [PATIENT FULL NAME], being the patient named above, or I, [AUTHORIZED PERSON FULL NAME], being the authorized person acting on behalf of the patient named above, hereby request and direct that no cardiopulmonary resuscitation (CPR) be administered to the patient in the event the patient suffers cardiac or respiratory arrest.
3.2 This order is made in accordance with the provisions of the Alabama Natural Death Act and applicable Alabama law governing do not resuscitate orders.
3.3 I understand that this order directs health care providers to withhold cardiopulmonary resuscitation, including chest compressions, artificial ventilation, defibrillation, and other resuscitative measures, in the event of cardiac or respiratory arrest.
3.4 I understand that this order does not affect the provision of other medical care, comfort care, pain relief, or treatment for conditions other than cardiac or respiratory arrest.
3.5 I understand that this order may be revoked at any time by the patient or by an authorized person, and that revocation shall be communicated to the attending physician and to health care providers.

4. AUTHORIZED PERSON INFORMATION (IF APPLICABLE)
4.1 Authorized Person Full Name: [AUTHORIZED PERSON FULL NAME]
4.2 Relationship to Patient: [RELATIONSHIP TO PATIENT]
4.3 Authorized Person Address: [AUTHORIZED PERSON STREET ADDRESS], [AUTHORIZED PERSON CITY], [AUTHORIZED PERSON STATE]
[AUTHORIZED PERSON ZIP CODE]
4.4 Authorized Person Telephone Number: [AUTHORIZED PERSON TELEPHONE NUMBER]
4.5 Legal Authority to Act on Behalf of Patient: [LEGAL AUTHORITY, SUCH AS HEALTH CARE PROXY, GUARDIANSHIP, OR OTHER]

5. PHYSICIAN CERTIFICATION
5.1 I, [PHYSICIAN FULL NAME], being the attending physician for the patient named above, certify that I have discussed the nature and consequences of this do not resuscitate order with the patient or the authorized person, and that the order is consistent with the patient's wishes and medical condition.
5.2 I certify that the patient is terminally ill or that the patient's condition is such that resuscitation would be medically futile or contrary to the patient's expressed wishes.
5.3 Physician Signature: [PHYSICIAN SIGNATURE]
5.4 Date of Physician Signature: [DATE OF PHYSICIAN SIGNATURE]

6. PATIENT OR AUTHORIZED PERSON SIGNATURE
6.1 Signature of Patient or Authorized Person: [SIGNATURE OF PATIENT OR AUTHORIZED PERSON]
6.2 Printed Name: [PRINTED NAME OF SIGNER]
6.3 Date of Signature: [DATE OF SIGNATURE]

7. WITNESSES
7.1 Witness 1 Full Name: [WITNESS 1 FULL NAME]
7.2 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [WITNESS 1 CITY], [WITNESS 1 STATE]
[WITNESS 1 ZIP CODE]
7.3 Witness 1 Signature: [WITNESS 1 SIGNATURE]
7.4 Witness 1 Date: [WITNESS 1 DATE]
7.5 Witness 2 Full Name: [WITNESS 2 FULL NAME]
7.6 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [WITNESS 2 CITY], [WITNESS 2 STATE]
[WITNESS 2 ZIP CODE]
7.7 Witness 2 Signature: [WITNESS 2 SIGNATURE]
7.8 Witness 2 Date: [WITNESS 2 DATE]

8. NOTARIZATION (IF REQUIRED)
8.1 State of Alabama
8.2 County of [COUNTY NAME]
8.3 Subscribed and sworn to before me on this [DAY] day of [MONTH], [YEAR], by [NAME OF PERSON ACKNOWLEDGING].
8.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
8.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
8.6 My Commission Expires: [NOTARY COMMISSION EXPIRATION DATE]
8.7 Notary Seal: [NOTARY SEAL]

9. REVOCATION
9.1 This do not resuscitate order may be revoked at any time by the patient, by an authorized person, or by the attending physician upon notification of the patient's changed wishes.
9.2 Revocation shall be made in writing, signed and dated by the person revoking the order, and shall be communicated to the attending physician and to all health care providers responsible for the patient's care.
9.3 Date of Revocation: [DATE OF REVOCATION]
9.4 Signature of Person Revoking: [SIGNATURE OF PERSON REVOKING]
9.5 Printed Name of Person Revoking: [PRINTED NAME OF PERSON REVOKING]

10. DISTRIBUTION AND COPIES
10.1 A copy of this order shall be placed in the patient's medical record.
10.2 A copy of this order shall be provided to the patient or authorized person.
10.3 A copy of this order shall be provided to health care providers and facilities responsible for the patient's care.
10.4 Copies of this order shall be treated as valid as the original.

11. ADDITIONAL PROVISIONS
11.1 [ADDITIONAL PROVISION OR SPECIAL INSTRUCTIONS]
11.2 [ADDITIONAL PROVISION OR SPECIAL INSTRUCTIONS]

12. SIGNATURES AND ACKNOWLEDGMENTS
12.1 Patient or Authorized Person Signature: [SIGNATURE]
12.2 Printed Name: [PRINTED NAME]
12.3 Date: [DATE]
12.4 Attending Physician Signature: [PHYSICIAN SIGNATURE]
12.5 Printed Name: [PHYSICIAN PRINTED NAME]
12.6 Date: [DATE]
12.7 Witness 1 Signature: [WITNESS 1 SIGNATURE]
12.8 Printed Name: [WITNESS 1 PRINTED NAME]
12.9 Date: [DATE]
12.10 Witness 2 Signature: [WITNESS 2 SIGNATURE]
12.11 Printed Name: [WITNESS 2 PRINTED NAME]
12.12 Date: [DATE]
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