NEVADA DO NOT RESUSCITATE ORDER

Patient Name: [PATIENT FULL NAME]

Patient Date of Birth: [PATIENT DATE OF BIRTH]

Patient Address: [PATIENT STREET ADDRESS]

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

Patient Telephone Number: [PATIENT TELEPHONE NUMBER]

RE: Do Not Resuscitate Order Pursuant to Nevada Revised Statutes Chapter 450B

1. DECLARATION OF PATIENT
1.1 I, [PATIENT FULL NAME], being of sound mind and at least 18 years of age, or being an emancipated minor, voluntarily and intentionally execute this Do Not Resuscitate Order.
1.2 I understand that this document directs health care providers to withhold cardiopulmonary resuscitation (CPR) and other resuscitative measures in the event I suffer cardiac or respiratory arrest.
1.3 I have been informed of the nature and consequences of this order and I understand that as a result of this order, no resuscitative measures will be initiated.

2. ATTESTATION OF PHYSICIAN
2.1 I, [PHYSICIAN FULL NAME], a licensed physician in the State of Nevada, license number [PHYSICIAN LICENSE NUMBER], have reviewed the medical condition of the patient named above.
2.2 I certify that the patient named above has a terminal condition, or has been diagnosed as being in a persistent vegetative state, or has an irreversible condition that will result in death, and that the patient has voluntarily requested this Do Not Resuscitate Order.
2.3 I have discussed with the patient, or the patient's legal representative, the nature and consequences of this Do Not Resuscitate Order.
2.4 Physician Signature: [PHYSICIAN SIGNATURE]
2.5 Date: [DATE OF PHYSICIAN SIGNATURE]
2.6 Physician Address: [PHYSICIAN STREET ADDRESS]

[PHYSICIAN CITY], [PHYSICIAN STATE]
[PHYSICIAN ZIP CODE]
2.7 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]

3. PATIENT OR LEGAL REPRESENTATIVE SIGNATURE
3.1 Patient Signature: [PATIENT SIGNATURE]
3.2 Date: [DATE OF PATIENT SIGNATURE]
3.3 If signed by legal representative, print name: [LEGAL REPRESENTATIVE FULL NAME]
3.4 Relationship to patient: [RELATIONSHIP TO PATIENT]
3.5 Legal representative signature: [LEGAL REPRESENTATIVE SIGNATURE]
3.6 Date: [DATE OF LEGAL REPRESENTATIVE SIGNATURE]
3.7 Legal representative address: [LEGAL REPRESENTATIVE STREET ADDRESS]

[LEGAL REPRESENTATIVE CITY], [LEGAL REPRESENTATIVE STATE]
[LEGAL REPRESENTATIVE ZIP CODE]
3.8 Legal representative telephone number: [LEGAL REPRESENTATIVE TELEPHONE NUMBER]

4. WITNESS ATTESTATION
4.1 I attest that the patient or legal representative signing this document appears to be of sound mind and is not acting under duress, fraud, or undue influence.
4.2 Witness One Signature: [WITNESS ONE SIGNATURE]
4.3 Witness One Printed Name: [WITNESS ONE PRINTED NAME]
4.4 Witness One Address: [WITNESS ONE STREET ADDRESS]

[WITNESS ONE CITY], [WITNESS ONE STATE]
[WITNESS ONE ZIP CODE]
4.5 Witness One Telephone Number: [WITNESS ONE TELEPHONE NUMBER]
4.6 Witness Two Signature: [WITNESS TWO SIGNATURE]
4.7 Witness Two Printed Name: [WITNESS TWO PRINTED NAME]
4.8 Witness Two Address: [WITNESS TWO STREET ADDRESS]

[WITNESS TWO CITY], [WITNESS TWO STATE]
[WITNESS TWO ZIP CODE]
4.9 Witness Two Telephone Number: [WITNESS TWO TELEPHONE NUMBER]

5. NOTARY ACKNOWLEDGMENT
5.1 State of Nevada
5.2 County of [COUNTY NAME]
5.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned, a Notary Public in and for said County and State, personally appeared [PATIENT FULL NAME] or [LEGAL REPRESENTATIVE FULL NAME], 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 authorized 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.
5.4 I declare under penalty of perjury under the laws of the State of Nevada that the foregoing is true and correct.
5.5 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
5.6 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
5.7 Notary Public Commission Number: [NOTARY PUBLIC COMMISSION NUMBER]
5.8 Notary Public Commission Expiration Date: [NOTARY PUBLIC COMMISSION EXPIRATION DATE]

6. INSTRUCTIONS FOR USE
6.1 This form must be completed and signed by the patient or the patient's legal representative, the attending physician, and two witnesses, and acknowledged before a notary public.
6.2 This form should be kept in a prominent location, such as on the refrigerator or near the patient's bed, and a copy should be given to all health care providers involved in the patient's care.
6.3 This form does not expire unless revoked by the patient or the patient's legal representative.
6.4 This form may be revoked at any time by the patient or the patient's legal representative by physical destruction of the form, by a written revocation, or by an oral expression of intent to revoke.

7. REVOCATION
7.1 I hereby revoke the above Do Not Resuscitate Order.
7.2 Patient or Legal Representative Signature: [SIGNATURE FOR REVOCATION]
7.3 Printed Name: [PRINTED NAME FOR REVOCATION]
7.4 Date: [DATE OF REVOCATION]
7.5 Witness Signature: [WITNESS SIGNATURE FOR REVOCATION]
7.6 Witness Printed Name: [WITNESS PRINTED NAME FOR REVOCATION]
7.7 Date: [DATE OF WITNESS SIGNATURE FOR REVOCATION]

8. IDENTIFICATION CARD
8.1 Patient Name: [PATIENT FULL NAME]
8.2 Date of Birth: [PATIENT DATE OF BIRTH]
8.3 This person has a Do Not Resuscitate Order on file.
8.4 Physician Name: [PHYSICIAN FULL NAME]
8.5 Physician Telephone Number: [PHYSICIAN TELEPHONE NUMBER]
8.6 Emergency Contact Name: [EMERGENCY CONTACT FULL NAME]
8.7 Emergency Contact Telephone Number: [EMERGENCY CONTACT TELEPHONE NUMBER]

9. LEGAL NOTICES
9.1 This document is intended to comply with the requirements of Nevada Revised Statutes Chapter 450B and any applicable federal laws.
9.2 If any provision of this document is held to be invalid or unenforceable, the remaining provisions shall remain in full force and effect.
9.3 This document shall be governed by and construed in accordance with the laws of the State of Nevada.
9.4 A copy of this document shall have the same force and effect as the original.
9.5 This document supersedes any prior Do Not Resuscitate Order executed by the patient.

10. DISTRIBUTION
10.1 Copy provided to patient: [DATE COPY PROVIDED TO PATIENT]
10.2 Copy provided to physician: [DATE COPY PROVIDED TO PHYSICIAN]
10.3 Copy provided to hospital: [DATE COPY PROVIDED TO HOSPITAL]
10.4 Copy provided to emergency medical services: [DATE COPY PROVIDED TO EMS]
10.5 Copy provided to other: [NAME OF OTHER RECIPIENT]
10.6 Date copy provided to other: [DATE COPY PROVIDED TO OTHER]
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