MISSISSIPPI PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST)

Patient Name: [PATIENT FULL NAME]

Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

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

Phone: [PATIENT PHONE NUMBER]

Medical Record Number: [MEDICAL RECORD NUMBER]

Primary Diagnosis: [PRIMARY DIAGNOSIS]

Form Completed Date: [DATE FORM COMPLETED]

RE: Physician Orders for Life-Sustaining Treatment

1. PATIENT AND HEALTHCARE PROVIDER INFORMATION
1.1 Patient Full Legal 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 Phone Number: [PATIENT PHONE NUMBER]
1.5 Attending Physician Name: [ATTENDING PHYSICIAN NAME]
1.6 Attending Physician License Number: [PHYSICIAN LICENSE NUMBER]
1.7 Attending Physician Address: [PHYSICIAN STREET ADDRESS], [PHYSICIAN CITY], [PHYSICIAN STATE]
[PHYSICIAN ZIP CODE]
1.8 Attending Physician Phone Number: [PHYSICIAN PHONE NUMBER]
1.9 Healthcare Agent or Surrogate Name (if applicable): [AGENT OR SURROGATE NAME]
1.10 Healthcare Agent or Surrogate Relationship to Patient: [RELATIONSHIP]
1.11 Healthcare Agent or Surrogate Phone Number: [AGENT OR SURROGATE PHONE NUMBER]

2. PATIENT PREFERENCES AND GOALS OF CARE
2.1 Patient Goals of Care (check one):

[ ] Comfort-focused treatment only

[ ] Limited additional interventions

[ ] Full treatment

[ ] Other: [DESCRIBE OTHER GOALS OF CARE]
2.2 Patient Preferences Regarding Life-Sustaining Treatment (check all that apply):

[ ] Do not attempt resuscitation (DNAR)

[ ] Do not intubate (DNI)

[ ] Do not hospitalize

[ ] Do not use antibiotics

[ ] Do not use artificially administered nutrition and hydration

[ ] Allow natural death

[ ] Other: [DESCRIBE OTHER PREFERENCES]

3. CARDIOPULMONARY RESUSCITATION (CPR) ORDERS
3.1 In the event of cardiac or respiratory arrest, the following order applies (check one):

[ ] Attempt resuscitation (CPR)

[ ] Do not attempt resuscitation (DNAR)
3.2 If DNAR is selected, the following additional orders apply (check all that apply):

[ ] Do not intubate

[ ] Do not defibrillate

[ ] Do not administer vasopressors

[ ] Other: [DESCRIBE OTHER DNAR ORDERS]

4. MEDICAL INTERVENTIONS AND TREATMENT ORDERS
4.1 Antibiotic Use (check one):

[ ] Use antibiotics as medically indicated

[ ] Do not use antibiotics

[ ] Use antibiotics only for comfort
4.2 Artificially Administered Nutrition and Hydration (check one):

[ ] Use as medically indicated

[ ] Do not use

[ ] Use only for a trial period of [NUMBER] days

[ ] Use only for comfort
4.3 Hospitalization (check one):

[ ] Hospitalize as medically indicated

[ ] Do not hospitalize

[ ] Hospitalize only for comfort
4.4 Intubation and Mechanical Ventilation (check one):

[ ] Intubate and ventilate as medically indicated

[ ] Do not intubate

[ ] Use non-invasive ventilation only

[ ] Use only for a trial period of [NUMBER] days
4.5 Dialysis (check one):

[ ] Use dialysis as medically indicated

[ ] Do not use dialysis

[ ] Use only for a trial period of [NUMBER] days
4.6 Blood Products and Transfusions (check one):

[ ] Use blood products as medically indicated

[ ] Do not use blood products

[ ] Use only for comfort
4.7 Other Specific Treatment Orders: [DESCRIBE OTHER TREATMENT ORDERS]

5. SIGNATURES AND CONSENT
5.1 Patient Signature (if patient has capacity): [PATIENT SIGNATURE]
5.2 Patient Printed Name: [PATIENT FULL NAME]
5.3 Date Signed by Patient: [DATE SIGNED BY PATIENT]
5.4 Healthcare Agent or Surrogate Signature (if applicable): [AGENT OR SURROGATE SIGNATURE]
5.5 Healthcare Agent or Surrogate Printed Name: [AGENT OR SURROGATE NAME]
5.6 Date Signed by Agent or Surrogate: [DATE SIGNED BY AGENT OR SURROGATE]
5.7 Attending Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]
5.8 Attending Physician Printed Name: [ATTENDING PHYSICIAN NAME]
5.9 Physician License Number: [PHYSICIAN LICENSE NUMBER]
5.10 Date Signed by Physician: [DATE SIGNED BY PHYSICIAN]
5.11 Physician Phone Number: [PHYSICIAN PHONE NUMBER]

6. WITNESS ATTESTATION
6.1 Witness Name: [WITNESS FULL NAME]
6.2 Witness Address: [WITNESS STREET ADDRESS], [WITNESS CITY], [WITNESS STATE]
[WITNESS ZIP CODE]
6.3 Witness Phone Number: [WITNESS PHONE NUMBER]
6.4 Witness Signature: [WITNESS SIGNATURE]
6.5 Date Signed by Witness: [DATE SIGNED BY WITNESS]

7. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
7.1 State of Mississippi
7.2 County of [COUNTY NAME]
7.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [PATIENT OR AGENT NAME], known to me or satisfactorily proven to be the person whose name is subscribed to the within instrument, and acknowledged that he or she executed the same for the purposes therein contained.
7.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
7.5 Notary Public Printed Name: [NOTARY PUBLIC NAME]
7.6 Notary Commission Number: [NOTARY COMMISSION NUMBER]
7.7 Notary Commission Expiration Date: [NOTARY COMMISSION EXPIRATION DATE]
7.8 My Commission Expires: [COMMISSION EXPIRATION DATE]

8. REVIEW AND REVISION
8.1 This form shall be reviewed at least annually or upon any significant change in the patient's condition.
8.2 Date of Last Review: [DATE OF LAST REVIEW]
8.3 Reviewed by (Name and Title): [REVIEWER NAME AND TITLE]
8.4 Revisions Made (if any): [DESCRIBE REVISIONS]
8.5 Date of Revision: [DATE OF REVISION]

9. DISTRIBUTION AND COPIES
9.1 Copy provided to patient or agent on: [DATE COPY PROVIDED]
9.2 Copy provided to attending physician on: [DATE COPY PROVIDED TO PHYSICIAN]
9.3 Copy provided to healthcare facility on: [DATE COPY PROVIDED TO FACILITY]
9.4 Facility Name: [HEALTHCARE FACILITY NAME]
9.5 Facility Address: [FACILITY STREET ADDRESS], [FACILITY CITY], [FACILITY STATE]
[FACILITY ZIP CODE]

10. ADDITIONAL INSTRUCTIONS AND COMMENTS
10.1 Additional Instructions: [ADDITIONAL INSTRUCTIONS]
10.2 Comments: [COMMENTS]

11. PHYSICIAN CERTIFICATION
11.1 I, [ATTENDING PHYSICIAN NAME], certify that I have discussed the contents of this form with the patient or the patient's authorized representative, and that the orders contained herein reflect the patient's wishes and medical condition.
11.2 Physician Signature: [ATTENDING PHYSICIAN SIGNATURE]
11.3 Date: [DATE SIGNED BY PHYSICIAN]

12. AUTHORIZATION FOR RELEASE OF INFORMATION
12.1 I authorize the release of this Mississippi Physician Orders for Life-Sustaining Treatment form to any healthcare provider, facility, or emergency medical services personnel involved in my care.
12.2 Patient or Agent Signature: [PATIENT OR AGENT SIGNATURE]
12.3 Printed Name: [PATIENT OR AGENT PRINTED NAME]
12.4 Date: [DATE SIGNED]

13. EMERGENCY MEDICAL SERVICES DIRECTIVE
13.1 In the event of an emergency, emergency medical services personnel shall follow the orders indicated on this form.
13.2 EMS Agency Name: [EMS AGENCY NAME]
13.3 EMS Personnel Signature: [EMS PERSONNEL SIGNATURE]
13.4 Date: [DATE SIGNED BY EMS PERSONNEL]

14. FORM VALIDITY AND REVOCATION
14.1 This form remains valid until revoked by the patient or the patient's authorized representative.
14.2 Revocation Date (if applicable): [REVOCATION DATE]
14.3 Revoked by (Name): [NAME OF PERSON REVOKING]
14.4 Reason for Revocation: [REASON FOR REVOCATION]

15. ACKNOWLEDGMENT OF UNDERSTANDING
15.1 I acknowledge that I have read and understand the contents of this form and that I have had the opportunity to ask questions.
15.2 Patient or Agent Signature: [PATIENT OR AGENT SIGNATURE]
15.3 Printed Name: [PATIENT OR AGENT PRINTED NAME]
15.4 Date: [DATE SIGNED]

16. CONTACT INFORMATION FOR QUESTIONS
16.1 For questions regarding this form, contact: [CONTACT NAME AND TITLE]
16.2 Phone Number: [CONTACT PHONE NUMBER]
16.3 Address: [CONTACT STREET ADDRESS], [CONTACT CITY], [CONTACT STATE]
[CONTACT ZIP CODE]
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