ARIZONA POLST FORM

Arizona Portable Orders for Life-Sustaining Treatment (POLST)

Patient Information

[PATIENT FULL LEGAL NAME]

[PATIENT DATE OF BIRTH]

[PATIENT ADDRESS]

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

[PATIENT PHONE NUMBER]

[PATIENT MEDICAL RECORD NUMBER]

[HOSPITAL OR FACILITY NAME]

[FACILITY ADDRESS]

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

[FACILITY PHONE NUMBER]

RE: Portable Orders for Life-Sustaining Treatment

1. PATIENT INFORMATION
1.1 Patient Full Legal Name: [PATIENT FULL LEGAL NAME]
1.2 Date of Birth: [PATIENT DATE OF BIRTH]
1.3 Sex: [SEX]
1.4 Address: [PATIENT ADDRESS]
1.5 City, State, ZIP Code: [CITY], [STATE], [ZIP CODE]
1.6 Phone Number: [PATIENT PHONE NUMBER]
1.7 Medical Record Number: [PATIENT MEDICAL RECORD NUMBER]
1.8 Primary Diagnosis: [PRIMARY DIAGNOSIS]
1.9 Secondary Diagnosis: [SECONDARY DIAGNOSIS]

2. CARDIOPULMONARY RESUSCITATION (CPR)
2.1 If the patient has no pulse and is not breathing, select one of the following:

2.1.1 Attempt Resuscitation (CPR): [INITIALS]

2.1.2 Do Not Attempt Resuscitation (DNAR): [INITIALS]

2.1.3 Do Not Attempt Resuscitation (DNAR) when no pulse and not breathing, but may attempt resuscitation if pulse is present: [INITIALS]

3. MEDICAL INTERVENTIONS
3.1 If the patient has a pulse and/or is breathing, select one of the following:

3.1.1 Full Treatment: Use intubation, advanced airway interventions, mechanical ventilation, and cardioversion as indicated: [INITIALS]

3.1.2 Selective Treatment: Use medical treatment, IV fluids, and cardiac monitor as indicated. Do not use intubation or mechanical ventilation. May use CPAP or BiPAP: [INITIALS]

3.1.3 Comfort-Focused Treatment: Use any medication by any route, positioning, wound care, and other measures to relieve pain and suffering. Use oxygen, suction, and manual treatment of airway obstruction as needed for comfort. Do not use intubation or mechanical ventilation: [INITIALS]

3.1.4 Comfort-Focused Treatment with No Attempt to Prolong Life: Use any medication by any route, positioning, wound care, and other measures to relieve pain and suffering. Use oxygen, suction, and manual treatment of airway obstruction as needed for comfort. Do not use intubation, mechanical ventilation, or other life-prolonging interventions: [INITIALS]

4. ANTIBIOTICS
4.1 Select one of the following:

4.1.1 Use Antibiotics: [INITIALS]

4.1.2 Do Not Use Antibiotics: [INITIALS]

4.1.3 Use Antibiotics Only to Relieve Symptoms: [INITIALS]

5. ARTIFICIALLY ADMINISTERED NUTRITION AND HYDRATION
5.1 Select one of the following:

5.1.1 Provide Artificial Nutrition and Hydration: [INITIALS]

5.1.2 Do Not Provide Artificial Nutrition and Hydration: [INITIALS]

5.1.3 Provide Artificial Nutrition and Hydration on a Trial Basis: [INITIALS]

5.1.4 Provide Artificial Nutrition and Hydration Only to Relieve Symptoms: [INITIALS]

6. DOCUMENTATION OF DISCUSSION
6.1 This form was discussed with the following individuals:

6.1.1 Patient: [INITIALS]

6.1.2 Patient's Legal Representative: [INITIALS]

6.1.3 Family Member: [INITIALS]

6.1.4 Surrogate Decision Maker: [INITIALS]

6.1.5 Other: [INITIALS]
6.2 The following individuals participated in the discussion:

6.2.1 [NAME OF PARTICIPANT 1]

6.2.2 [NAME OF PARTICIPANT 2]

6.2.3 [NAME OF PARTICIPANT 3]
6.3 The following documents were reviewed:

6.3.1 Advance Directive: [INITIALS]

6.3.2 Living Will: [INITIALS]

6.3.3 Durable Power of Attorney for Health Care: [INITIALS]

6.3.4 Other: [INITIALS]

7. SIGNATURES
7.1 Patient or Legal Representative Signature: [SIGNATURE]
7.2 Printed Name: [PRINTED NAME]
7.3 Relationship to Patient: [RELATIONSHIP]
7.4 Date: [DATE]
7.5 Health Care Provider Signature: [SIGNATURE]
7.6 Printed Name: [PRINTED NAME]
7.7 License Number: [LICENSE NUMBER]
7.8 Date: [DATE]
7.9 Attending Physician Signature: [SIGNATURE]
7.10 Printed Name: [PRINTED NAME]
7.11 License Number: [LICENSE NUMBER]
7.12 Date: [DATE]

8. REVIEW AND REVISION
8.1 This POLST form should be reviewed periodically and whenever there is a significant change in the patient's health status.
8.2 Review Date: [REVIEW DATE]
8.3 Reviewed By: [NAME OF REVIEWER]
8.4 Revision Date: [REVISION DATE]
8.5 Revised By: [NAME OF REVISER]

9. INSTRUCTIONS FOR USE
9.1 This form is voluntary.
9.2 This form should be completed by a health care provider based on the patient's wishes and medical condition.
9.3 This form should be signed by the patient or the patient's legal representative.
9.4 This form should be signed by a health care provider.
9.5 This form should be kept in a prominent location.
9.6 This form should be reviewed periodically.
9.7 This form should be revised as needed.
9.8 This form should be honored by all health care providers.
9.9 This form is valid in Arizona.
9.10 This form is valid in other states that recognize POLST forms.
9.11 This form does not replace an advance directive.
9.12 This form does not replace a living will.
9.13 This form does not replace a durable power of attorney for health care.
9.14 This form should be used in conjunction with an advance directive.
9.15 This form should be used in conjunction with a living will.
9.16 This form should be used in conjunction with a durable power of attorney for health care.

10. ADDITIONAL INFORMATION
10.1 [ADDITIONAL INFORMATION]
10.2 [ADDITIONAL INFORMATION]
10.3 [ADDITIONAL INFORMATION]

11. CONTACT INFORMATION
11.1 Primary Care Physician: [NAME OF PRIMARY CARE PHYSICIAN]
11.2 Phone Number: [PHONE NUMBER]
11.3 Address: [ADDRESS]
11.4 City, State, ZIP Code: [CITY], [STATE], [ZIP CODE]
11.5 Health Care Agent: [NAME OF HEALTH CARE AGENT]
11.6 Phone Number: [PHONE NUMBER]
11.7 Address: [ADDRESS]
11.8 City, State, ZIP Code: [CITY], [STATE], [ZIP CODE]
11.9 Alternate Health Care Agent: [NAME OF ALTERNATE HEALTH CARE AGENT]
11.10 Phone Number: [PHONE NUMBER]
11.11 Address: [ADDRESS]
11.12 City, State, ZIP Code: [CITY], [STATE], [ZIP CODE]

12. WITNESSES
12.1 Witness 1 Signature: [SIGNATURE]
12.2 Printed Name: [PRINTED NAME]
12.3 Date: [DATE]
12.4 Witness 2 Signature: [SIGNATURE]
12.5 Printed Name: [PRINTED NAME]
12.6 Date: [DATE]

13. NOTARY ACKNOWLEDGMENT
13.1 State of Arizona
13.2 County of [COUNTY]
13.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF PATIENT OR LEGAL REPRESENTATIVE], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to the within instrument and acknowledged to me that he/she executed the same in his/her capacity, and that by his/her signature on the instrument, the person, or the entity upon behalf of which the person acted, executed the instrument.
13.4 Notary Public Signature: [SIGNATURE]
13.5 Printed Name: [PRINTED NAME]
13.6 Commission Number: [COMMISSION NUMBER]
13.7 My commission expires: [EXPIRATION DATE]

14. DISTRIBUTION
14.1 Original to patient's medical record.
14.2 Copy to patient or legal representative.
14.3 Copy to health care facility.
14.4 Copy to primary care physician.
14.5 Copy to health care agent.
14.6 Copy to alternate health care agent.
14.7 Copy to family members as appropriate.

15. LEGAL NOTICES
15.1 This form is intended to be used as a portable medical order.
15.2 This form is intended to be honored by health care providers in Arizona.
15.3 This form is intended to be honored by health care providers in other states that recognize POLST forms.
15.4 This form does not replace an advance directive.
15.5 This form does not replace a living will.
15.6 This form does not replace a durable power of attorney for health care.
15.7 This form should be used in conjunction with an advance directive.
15.8 This form should be used in conjunction with a living will.
15.9 This form should be used in conjunction with a durable power of attorney for health care.
15.10 This form is voluntary.
15.11 This form should be completed by a health care provider based on the patient's wishes and medical condition.
15.12 This form should be signed by the patient or the patient's legal representative.
15.13 This form should be signed by a health care provider.
15.14 This form should be kept in a prominent location.
15.15 This form should be reviewed periodically.
15.16 This form should be revised as needed.
15.17 This form should be honored by all health care providers.
15.18 This form is valid in Arizona.
15.19 This form is valid in other states that recognize POLST forms.
15.20 This form does not replace an advance directive.
15.21 This form does not replace a living will.
15.22 This form does not replace a durable power of attorney for health care.
15.23 This form should be used in conjunction with an advance directive.
15.24 This form should be used in conjunction with a living will.
15.25 This form should be used in conjunction with a durable power of attorney for health care.

16. PATIENT OR LEGAL REPRESENTATIVE STATEMENT
16.1 I understand the purpose of this form and the treatments described above.
16.2 I have had the opportunity to ask questions and have them answered to my satisfaction.
16.3 I understand that this form may be revoked at any time.
16.4 I understand that this form will be honored by health care providers.
16.5 I understand that this form is voluntary.
16.6 I understand that this form should be reviewed periodically.
16.7 I understand that this form should be revised as needed.
16.8 I understand that this form should be kept in a prominent location.
16.9 I understand that this form should be honored by all health care providers.
16.10 I understand that this form is valid in Arizona.
16.11 I understand that this form is valid in other states that recognize POLST forms.
16.12 I understand that this form does not replace an advance directive.
16.13 I understand that this form does not replace a living will.
16.14 I understand that this form does not replace a durable power of attorney for health care.
16.15 I understand that this form should be used in conjunction with an advance directive.
16.16 I understand that this form should be used in conjunction with a living will.
16.17 I understand that this form should be used in conjunction with a durable power of attorney for health care.
16.18 Patient or Legal Representative Signature: [SIGNATURE]
16.19 Printed Name: [PRINTED NAME]
16.20 Relationship to Patient: [RELATIONSHIP]
16.21 Date: [DATE]

17. HEALTH CARE PROVIDER STATEMENT
17.1 I have reviewed this form with the patient or the patient's legal representative.
17.2 I have answered all questions to the best of my ability.
17.3 I have documented the discussion in the patient's medical record.
17.4 I have signed this form.
17.5 I have provided a copy to the patient or the patient's legal representative.
17.6 I have provided a copy to the health care facility.
17.7 I have provided a copy to the primary care physician.
17.8 I have provided a copy to the health care agent.
17.9 I have provided a copy to the alternate health care agent.
17.10 I have provided a copy to family members as appropriate.
17.11 Health Care Provider Signature: [SIGNATURE]
17.12 Printed Name: [PRINTED NAME]
17.13 License Number: [LICENSE NUMBER]
17.14 Date: [DATE]

18. ATTENDING PHYSICIAN STATEMENT
18.1 I have reviewed this form with the patient or the patient's legal representative.
18.2 I have answered all questions to the best of my ability.
18.3 I have documented the discussion in the patient's medical record.
18.4 I have signed this form.
18.5 I have provided a copy to the patient or the patient's legal representative.
18.6 I have provided a copy to the health care facility.
18.7 I have provided a copy to the primary care physician.
18.8 I have provided a copy to the health care agent.
18.9 I have provided a copy to the alternate health care agent.
18.10 I have provided a copy to family members as appropriate.
18.11 Attending Physician Signature: [SIGNATURE]
18.12 Printed Name: [PRINTED NAME]
18.13 License Number: [LICENSE NUMBER]
18.14 Date: [DATE]

19. REVOCATION
19.1 This form may be revoked at any time by the patient or the patient's legal representative.
19.2 Revocation may be made orally or in writing.
19.3 Revocation should be documented in the patient's medical record.
19.4 Revocation should be communicated to all health care providers.
19.5 Revocation should be communicated to the health care facility.
19.6 Revocation should be communicated to the primary care physician.
19.7 Revocation should be communicated to the health care agent.
19.8 Revocation should be communicated to the alternate health care agent.
19.9 Revocation should be communicated to family members as appropriate.
19.10 Revocation Date: [REVOCATION DATE]
19.11 Revoked By: [NAME OF PERSON REVOKING]
19.12 Relationship to Patient: [RELATIONSHIP]
19.13 Signature: [SIGNATURE]
19.14 Printed Name: [PRINTED NAME]
19.15 Date: [DATE]

20. ADDITIONAL PAGES
20.1 This form may be supplemented with additional pages as needed.
20.2 Additional pages should be attached to this form.
20.3 Additional pages should be signed and dated.
20.4 Additional pages should be kept with this form.
20.5 Additional pages should be honored by health care providers.
20.6 Additional pages should be reviewed periodically.
20.7 Additional pages should be revised as needed.
20.8 Additional pages should be kept in a prominent location.
20.9 Additional pages should be honored by all health care providers.
20.10 Additional pages should be valid in Arizona.
20.11 Additional pages should be valid in other states that recognize POLST forms.
20.12 Additional pages should not replace an advance directive.
20.13 Additional pages should not replace a living will.
20.14 Additional pages should not replace a durable power of attorney for health care.
20.15 Additional pages should be used in conjunction with an advance directive.
20.16 Additional pages should be used in conjunction with a living will.
20.17 Additional pages should be used in conjunction with a durable power of attorney for health care.
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