ARIZONA PREHOSPITAL MEDICAL CARE DIRECTIVE (DNR / DO NOT RESUSCITATE)

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

Patient City, State, ZIP: [PATIENT CITY, STATE, ZIP]

Patient Phone Number: [PATIENT PHONE NUMBER]

Date of Execution: [DATE OF EXECUTION]

RE: Arizona Do Not Resuscitate (DNR) Directive

1. DECLARATION OF PATIENT
1.1 I, [PATIENT FULL NAME], being of sound mind and at least eighteen years of age, voluntarily execute this Prehospital Medical Care Directive, also known as a Do Not Resuscitate (DNR) order, under Arizona Revised Statutes Title 36, Chapter

32.
1.2 I understand that this directive instructs emergency
medical services personnel, hospital emergency department personnel, and other health care providers to withhold cardiopulmonary resuscitation (CPR) and other resuscitative measures in the event I experience cardiac arrest, respiratory arrest, or both.
1.3 I understand that this directive does not authorize the withholding of other medical interventions such as comfort care, pain management, oxygen administration, suctioning, or other measures intended to relieve pain or discomfort.

2. PATIENT IDENTIFICATION
2.1 Full Legal Name: [PATIENT FULL NAME]
2.2 Date of Birth: [PATIENT DATE OF BIRTH]
2.3 Sex: [PATIENT SEX]
2.4 Address: [PATIENT STREET ADDRESS]
2.5 City, State, ZIP: [PATIENT CITY, STATE, ZIP]
2.6 Telephone Number: [PATIENT PHONE NUMBER]
2.7 Health Care Institution or Residence Where Directive Is Kept: [NAME OF INSTITUTION OR RESIDENCE]

3. PHYSICIAN CERTIFICATION
3.1 I, [PHYSICIAN FULL NAME], a licensed physician in the State of Arizona, certify that I have examined the patient named above and that the patient has a terminal condition, an irreversible condition, or a condition that is likely to result in death.
3.2 I further certify that the patient has been diagnosed with the following condition: [DESCRIPTION OF TERMINAL OR IRREVERSIBLE CONDITION].
3.3 Physician Name: [PHYSICIAN FULL NAME]
3.4 Physician License Number: [PHYSICIAN LICENSE NUMBER]
3.5 Physician Address: [PHYSICIAN STREET ADDRESS]
3.6 Physician City, State, ZIP: [PHYSICIAN CITY, STATE, ZIP]
3.7 Physician Telephone Number: [PHYSICIAN PHONE NUMBER]
3.8 Physician Signature: [PHYSICIAN SIGNATURE]
3.9 Date: [DATE OF PHYSICIAN SIGNATURE]

4. PATIENT SIGNATURE
4.1 I have read this document, or it has been read to me, and I understand its contents.
4.2 I am voluntarily signing this directive.
4.3 Patient Signature: [PATIENT SIGNATURE]
4.4 Date: [DATE OF PATIENT SIGNATURE]

5. WITNESSES
5.1 This directive must be witnessed by two adults, at least one of whom is not related to the patient by blood, marriage, or adoption and who is not entitled to any portion of the patient's estate.
5.2 Witness One Name: [WITNESS ONE FULL NAME]
5.3 Witness One Address: [WITNESS ONE STREET ADDRESS]
5.4 Witness One City, State, ZIP: [WITNESS ONE CITY, STATE, ZIP]
5.5 Witness One Telephone Number: [WITNESS ONE PHONE NUMBER]
5.6 Witness One Signature: [WITNESS ONE SIGNATURE]
5.7 Date: [DATE OF WITNESS ONE SIGNATURE]
5.8 Witness Two Name: [WITNESS TWO FULL NAME]
5.9 Witness Two Address: [WITNESS TWO STREET ADDRESS]
5.10 Witness Two City, State, ZIP: [WITNESS TWO CITY, STATE, ZIP]
5.11 Witness Two Telephone Number: [WITNESS TWO PHONE NUMBER]
5.12 Witness Two Signature: [WITNESS TWO SIGNATURE]
5.13 Date: [DATE OF WITNESS TWO SIGNATURE]

6. NOTARIZATION
6.1 State of Arizona
6.2 County of [COUNTY NAME]
6.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT FULL NAME], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same for the purposes therein contained.
6.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
6.5 Notary Public Name: [NOTARY PUBLIC NAME]
6.6 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
6.7 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]

7. REVOCATION
7.1 I understand that I may revoke this directive at any time by notifying my attending physician, health care institution, emergency medical services personnel, or by executing a written revocation.
7.2 I understand that revocation is effective only upon communication to the appropriate personnel or upon physical destruction of this document.

8. IMMUNITY AND LIABILITY
8.1 No person who in good faith complies with this directive shall be subject to civil or criminal liability or professional disciplinary action.
8.2 No person who in good faith fails to comply with this directive because of a reasonable belief that the directive has been revoked or is invalid shall be subject to civil or criminal liability or professional disciplinary action.

9. DISTRIBUTION
9.1 Copies of this directive should be provided to the patient's attending physician, the health care institution where the patient resides or receives care, emergency medical services providers, and any other relevant health care providers.
9.2 Original Directive Location: [LOCATION OF ORIGINAL DIRECTIVE]
9.3 Copy Provided To: [NAME OF RECIPIENT ONE]
9.4 Copy Provided To: [NAME OF RECIPIENT TWO]
9.5 Copy Provided To: [NAME OF RECIPIENT THREE]

10. ADDITIONAL INSTRUCTIONS
10.1 [ADDITIONAL INSTRUCTIONS OR SPECIAL REQUESTS]
10.2 [ADDITIONAL INSTRUCTIONS OR SPECIAL REQUESTS]

11. SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE
11.1 If the patient is unable to sign, an authorized representative may sign on the patient's behalf.
11.2 Authorized Representative Name: [AUTHORIZED REPRESENTATIVE FULL NAME]
11.3 Relationship to Patient: [RELATIONSHIP TO PATIENT]
11.4 Authorized Representative Signature: [AUTHORIZED REPRESENTATIVE SIGNATURE]
11.5 Date: [DATE OF AUTHORIZED REPRESENTATIVE SIGNATURE]

12. ATTACHMENTS
12.1 Physician's Order for Life-Sustaining Treatment (POLST) Form: [ATTACHED / NOT ATTACHED]
12.2 Living Will: [ATTACHED / NOT ATTACHED]
12.3 Health Care Power of Attorney: [ATTACHED / NOT ATTACHED]
12.4 Other: [DESCRIPTION OF OTHER ATTACHMENT]
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