MISSISSIPPI DO NOT RESUSCITATE ORDER FORM

Patient Name: [PATIENT FULL NAME]
Patient Address: [PATIENT STREET ADDRESS]
[CITY], MISSISSIPPI [ZIP CODE]
Date of Birth: [PATIENT DATE OF BIRTH]
Patient Identification Number (if any): [PATIENT ID NUMBER]

RE: Mississippi Do Not Resuscitate Order

1. PATIENT INFORMATION
1.1 Patient Full Name: [PATIENT FULL NAME]
1.2 Patient Address: [PATIENT STREET ADDRESS], [CITY], MISSISSIPPI [ZIP CODE]
1.3 Date of Birth: [PATIENT DATE OF BIRTH]
1.4 Social Security Number (last four digits): [LAST FOUR DIGITS]
1.5 Telephone Number: [PATIENT TELEPHONE NUMBER]
1.6 Attending Physician Name: [ATTENDING PHYSICIAN NAME]
1.7 Attending Physician Address: [PHYSICIAN STREET ADDRESS], [CITY], MISSISSIPPI [ZIP CODE]
1.8 Attending Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]
1.9 Physician License Number: [PHYSICIAN LICENSE NUMBER]

2. DECLARATION OF PATIENT
2.1 I, [PATIENT FULL NAME], being of sound mind and at least eighteen (18) years of age, or being an emancipated minor, voluntarily direct that no cardiopulmonary resuscitation (CPR) be initiated or continued in the event that I experience cardiac or respiratory arrest.
2.2 I understand that this Do Not Resuscitate Order applies to emergency medical personnel, hospital personnel, nursing home personnel, hospice personnel, and other health care providers acting under the authority of this Order.
2.3 I understand that this Order does not affect the provision of other medical care, comfort care, pain relief, or treatment of symptoms, and that I will continue to receive appropriate medical treatment other than CPR.
2.4 I understand that I may revoke this Order at any time by communicating my desire to revoke it to my attending physician, by destroying the document, or by removing any DNR identification device or bracelet.
2.5 I understand that this Order will remain in effect until revoked by me or until my death.

3. PHYSICIAN CERTIFICATION
3.1 I, [ATTENDING PHYSICIAN NAME], being the attending physician for the above-named patient, certify that I have discussed the nature and consequences of this Do Not Resuscitate Order with the patient, or with the patient's authorized representative where applicable, and that the patient (or representative) has knowingly and voluntarily requested this Order.
3.2 I certify that the patient is terminally ill or that the patient has a condition that makes CPR medically inappropriate or contrary to the patient's expressed wishes.
3.3 I direct that no cardiopulmonary resuscitation be initiated or continued for this patient in the event of cardiac or respiratory arrest.
3.4 Physician Signature: [PHYSICIAN SIGNATURE]
3.5 Date: [DATE OF PHYSICIAN SIGNATURE]

4. PATIENT OR AUTHORIZED REPRESENTATIVE SIGNATURE
4.1 Patient Signature: [PATIENT SIGNATURE]
4.2 Date: [DATE OF PATIENT SIGNATURE]
4.3 If signed by an authorized representative, name: [AUTHORIZED REPRESENTATIVE NAME]
4.4 Relationship to Patient: [RELATIONSHIP TO PATIENT]
4.5 Authority to Sign (e.g., health care proxy, guardian, power of attorney): [AUTHORITY TO SIGN]
4.6 Representative Signature: [AUTHORIZED REPRESENTATIVE SIGNATURE]
4.7 Date: [DATE OF REPRESENTATIVE SIGNATURE]

5. WITNESSES
5.1 Witness 1 Printed Name: [WITNESS 1 PRINTED NAME]
5.2 Witness 1 Address: [WITNESS 1 STREET ADDRESS], [CITY], MISSISSIPPI [ZIP CODE]
5.3 Witness 1 Signature: [WITNESS 1 SIGNATURE]
5.4 Witness 1 Date: [WITNESS 1 DATE]
5.5 Witness 2 Printed Name: [WITNESS 2 PRINTED NAME]
5.6 Witness 2 Address: [WITNESS 2 STREET ADDRESS], [CITY], MISSISSIPPI [ZIP CODE]
5.7 Witness 2 Signature: [WITNESS 2 SIGNATURE]
5.8 Witness 2 Date: [WITNESS 2 DATE]

6. NOTARIZATION (IF REQUIRED)
6.1 State of Mississippi
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 satisfactorily proven 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 Printed Name: [NOTARY PUBLIC PRINTED NAME]
6.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
6.7 Notary Seal: [NOTARY SEAL]

7. DNR IDENTIFICATION AND DOCUMENTATION
7.1 This Order shall be documented in the patient's medical record.
7.2 The patient may wear a DNR identification bracelet or other device as authorized under Mississippi law.
7.3 A copy of this Order shall be provided to the patient, the patient's family or representative, and any health care facility or provider involved in the patient's care.
7.4 This Order shall be honored by emergency medical personnel and health care providers in accordance with Mississippi law.

8. REVOCATION
8.1 This Do Not Resuscitate Order may be revoked at any time by the patient, or by the patient's authorized representative where applicable, by written revocation, oral statement to a health care provider, destruction of the document, or removal of any DNR identification device.
8.2 Upon revocation, the attending physician shall be notified and the revocation shall be documented in the patient's medical record.
8.3 Revocation Date: [REVOCATION DATE]
8.4 Revocation Signature: [REVOCATION SIGNATURE]
8.5 Revocation Witness Printed Name: [REVOCATION WITNESS PRINTED NAME]
8.6 Revocation Witness Signature: [REVOCATION WITNESS SIGNATURE]

9. ADDITIONAL INSTRUCTIONS OR COMMENTS
9.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]

10. COPIES AND DISTRIBUTION
10.1 Copy provided to patient: [YES/NO]
10.2 Copy provided to attending physician: [YES/NO]
10.3 Copy provided to health care facility: [FACILITY NAME]
10.4 Copy provided to family or representative: [NAME OF RECIPIENT]
10.5 Date Copies Distributed: [DATE COPIES DISTRIBUTED]
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