KANSAS DO NOT RESUSCITATE FORM

KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

DIVISION OF HEALTH

BUREAU OF DISEASE CONTROL AND PREVENTION

1000 SW JACKSON STREET

TOPEKA, KANSAS 66612-1365

PATIENT NAME: [PATIENT FULL LEGAL NAME]

PATIENT DATE OF BIRTH: [PATIENT DATE OF BIRTH]

PATIENT ADDRESS: [PATIENT STREET ADDRESS]

[CITY], KANSAS [ZIP CODE]

PATIENT TELEPHONE NUMBER: [PATIENT TELEPHONE NUMBER]

ATTENDING PHYSICIAN NAME: [ATTENDING PHYSICIAN FULL NAME]

ATTENDING PHYSICIAN LICENSE NUMBER: [PHYSICIAN KANSAS LICENSE NUMBER]

ATTENDING PHYSICIAN ADDRESS: [PHYSICIAN STREET ADDRESS]

[CITY], KANSAS [ZIP CODE]

ATTENDING PHYSICIAN TELEPHONE NUMBER: [PHYSICIAN TELEPHONE NUMBER]

RE: DO NOT RESUSCITATE ORDER

1. PATIENT INFORMATION

1.1 Patient Name: [PATIENT FULL LEGAL NAME]

1.2 Date of Birth: [PATIENT DATE OF BIRTH]

1.3 Social Security Number: [PATIENT SOCIAL SECURITY NUMBER]

1.4 Address: [PATIENT STREET ADDRESS], [CITY], KANSAS [ZIP CODE]

1.5 Telephone Number: [PATIENT TELEPHONE NUMBER]

1.6 If patient is a minor, parent or legal guardian name: [PARENT OR LEGAL GUARDIAN FULL NAME]

1.7 Parent or legal guardian telephone number: [PARENT OR LEGAL GUARDIAN TELEPHONE NUMBER]

2. ATTENDING PHYSICIAN INFORMATION

2.1 Attending Physician Name: [ATTENDING PHYSICIAN FULL NAME]

2.2 Kansas License Number: [PHYSICIAN KANSAS LICENSE NUMBER]

2.3 Address: [PHYSICIAN STREET ADDRESS], [CITY], KANSAS [ZIP CODE]

2.4 Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

2.5 Fax Number: [PHYSICIAN FAX NUMBER]

3. DO NOT RESUSCITATE ORDER

3.1 I, [ATTENDING PHYSICIAN FULL NAME], being the attending physician for the patient named above, do hereby order that no cardiopulmonary resuscitation be performed on this patient in the event of cardiac or respiratory arrest.

3.2 This order is issued with the informed consent of the patient or the patient's authorized representative.

3.3 This order is based on the following medical condition(s): [DESCRIBE PATIENT MEDICAL CONDITION OR DIAGNOSIS]

3.4 This order shall remain in effect until revoked in writing by the attending physician or the patient or the patient's authorized representative.

4. PATIENT OR AUTHORIZED REPRESENTATIVE CONSENT

4.1 I, [PATIENT OR AUTHORIZED REPRESENTATIVE FULL NAME], hereby consent to the issuance of this Do Not Resuscitate order.

4.2 Relationship to patient: [RELATIONSHIP TO PATIENT, E.G., SELF, SPOUSE, ADULT CHILD, LEGAL GUARDIAN, DURABLE POWER OF ATTORNEY FOR HEALTH CARE]

4.3 Signature: [PATIENT OR AUTHORIZED REPRESENTATIVE SIGNATURE]

4.4 Date: [DATE OF SIGNATURE]

5. ATTENDING PHYSICIAN SIGNATURE

5.1 Signature: [ATTENDING PHYSICIAN SIGNATURE]

5.2 Date: [DATE OF PHYSICIAN SIGNATURE]

5.3 Kansas License Number: [PHYSICIAN KANSAS LICENSE NUMBER]

6. WITNESSES

6.1 Witness One Name: [WITNESS ONE FULL NAME]

6.2 Witness One Signature: [WITNESS ONE SIGNATURE]

6.3 Witness One Date: [WITNESS ONE DATE]

6.4 Witness Two Name: [WITNESS TWO FULL NAME]

6.5 Witness Two Signature: [WITNESS TWO SIGNATURE]

6.6 Witness Two Date: [WITNESS TWO DATE]

7. REVOCATION

7.1 This Do Not Resuscitate order may be revoked at any time by the patient, the patient's authorized representative, or the attending physician.

7.2 Revocation shall be made in writing and signed by the person revoking the order.

7.3 Revocation shall be effective upon written notice to the attending physician and the health care facility or provider.

7.4 Revocation Date: [DATE OF REVOCATION]

7.5 Revoked By Name: [NAME OF PERSON REVOKING]

7.6 Revoked By Signature: [SIGNATURE OF PERSON REVOKING]

7.7 Relationship to Patient: [RELATIONSHIP TO PATIENT]

8. INSTRUCTIONS FOR USE

8.1 This form shall be completed by the attending physician and the patient or the patient's authorized representative.

8.2 A copy of this form should be placed in the patient's medical record.

8.3 The patient or the patient's authorized representative should retain a copy of this form.

8.4 This form should be presented to emergency medical services personnel when they respond to a call for the patient.

8.5 This form does not constitute an advance directive under Kansas law.

9. KANSAS DO NOT RESUSCITATE FORM IDENTIFICATION

9.1 DNR Form Number: [DNR FORM NUMBER]

9.2 Date Issued: [DATE FORM ISSUED]

9.3 Expiration Date (if any): [EXPIRATION DATE OR N/A]

10. ADDITIONAL COMMENTS

10.1 [ADDITIONAL COMMENTS OR N/A]

11. SIGNATURES

11.1 Patient or Authorized Representative Signature: [PATIENT OR AUTHORIZED REPRESENTATIVE SIGNATURE]

11.2 Printed Name: [PATIENT OR AUTHORIZED REPRESENTATIVE PRINTED NAME]

11.3 Date: [DATE]

11.4 Attending Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]

11.5 Printed Name: [ATTENDING PHYSICIAN PRINTED NAME]

11.6 Date: [DATE]

11.7 Witness One Signature: [WITNESS ONE SIGNATURE]

11.8 Printed Name: [WITNESS ONE PRINTED NAME]

11.9 Date: [DATE]

11.10 Witness Two Signature: [WITNESS TWO SIGNATURE]

11.11 Printed Name: [WITNESS TWO PRINTED NAME]

11.12 Date: [DATE]
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